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Ad-drefnu'r Gwasanaeth
Iechyd Gwladol yng
Nghymru
Any Welsh-speaking reader who might have been pondering
how McKinsey management jargon would translate into his
native tongue will be disappointed. While the White Paper
on N.H.S. reorganization in Wales' had a Welsh and English
text the recently published management document for Wales2
sticks to English-but in more readable prose than its sister
document for England.34 Though prepared by a separate
steering committee and study group drawn from the Welsh
health services the report's proposals are in principle the
same as those for England. Wales, however, has dispensed
with a regional tier, and the eight area health authorities5
will be responsible direct to the Welsh Office.

Calling for integration of services as close to the patient as
possible the steering committee lays welcome emphasis on the
clinical independence of doctors, observing in an opening
paragraph that the report "is not about how clinicians should
apply their professional skills and judgement.... These will
remain untouched by reorganization." Of course clinical de-
cisions are influenced-even restricted-by the circumstances
of a particular illness, and the precise boundaries of clinical
independence are elusive. But a decision taken in the light of,
say, how far a patient is from a particular specialist unit is
distinct from restraint imposed prospectively by a manage-
ment hierarchy decreeing, perhaps, the length of hospital
stay for a hernia patient. So it should give some reassurance
to a profession exercised by the implications of the manage-
ment reforms that the steering committee appreciates the
importance of giving clinicians an opportunity "both through
individuals and through representative machinery" to take
part in running the Health Service. "A comprehensive task,"
the report states, "that includes deciding policies, setting
priorities and ensuring the effective use of resources." Given
that these changes are coming doctors should seize the
opportunity proferred to influence the future course of the
N.H.S.

Wales has problems of geography and an uneven population
so only five of the area health authorities in Wales
will be divided into districts, Dyfed and Mid Glamorgan
with four each, and Clywd, Gwent, and West Glamorgan
with two. The remaining three authorities-Gwynedd,
Powys, and South Glamorgan-will not contain any districts
and varying local arrangements reflecting their special needs
are planned for these areas. The report gives details about
the Welsh Health Technical Services Organization, which will
provide certain services that "for reasons of efficiency and
economies of scale should be provided on an all Wales basis."
Thus it will deal with the design and construction of major
capital works, computers, central supply function, and pre-
scription pricing among others. As with England, the new
management structure, though allowing more local flexibility
in some respects that at present-for example greater finan-
cial discretions-nevertheless will keep the reins of power
firmly at the top, and the Welsh Office will monitor the way
in which plans and policies are implemented by the areas.

"Monitoring" is, of course, one of the management words
that has prompted unease in doctors. The report denies that
it is a managerial relationship, defining a "monitor" as one
who (apart from acquiring information) persuades but who
in "the final analysis" cannot order. Similarly, co-ordination

-another ambiguous administrative word-is seen as per-
suasion and not management. To doctors, accustomed to
persuading rather than managing patients, these statements
may give some reassurance. But persuasion can be a tick-
lish task-a persuader needs to be informed, sympathetic,
and persistent. Wales, like Scotland, is fortunate that its
health services lend themselves to a less formal administra-
tive atmosphere than is possible in England. The bedside
is closer to the Welsh Office than to the Elephant and Castle.
Ideas can circulate more readily and co-operation is probably
more spontaneous; thus monitoring and co-ordination may be
less obtrusive and no doubt less necessary.
Even so, the Mid-Glamorgan A.H.A. alone will command

an annual budget of £20m. and control 8,500 staff. The suc-
cess of such a large "health business" will depend not only
on the availability of experienced and capable administrators
but on whether hard-pressed doctors can find the time to
participate in manageih~nt. Those questions are, of course,
pertinent 'throughout the N.H.S. and the various national
discussions on the Government's management proposals will
be seeking the answers urgently with conversion day just 18
months away.
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English as She is Spoke
There is always a sting in the tail of progress. No scientific
advance from the discovery of the wheel to the splitting of
the atom has failed to return to plague the inventor. In clini-
cal medicine the computer has dangers if applied without
considerable caution. The danger lies, as C. M. Boyle
showed,' in the misinterpretation of common medical terms
by patients and, surprisingly enough, by doctors themselves.
The computer can assimilate and analyse but not deliberate,
and if fed with the wrong data will produce the wrong re-
sult, with perhaps serious consequences for patients.

Recently a study has been published on the misunder-
standing of plain English by chronic psychiatric patients.
J. Cheadle and R. Morgan2 devised a deceptively simple bat-
tery of questions with multiple choice answers designed to
test the patients' understanding of common short express-
ions, some idiomatic, some metaphorical, some slang or col-
loquial, such as, "What does 'keep your nose to the grind-
stone' mean?" or "What does 'break the ice' mean?". Using
the same questions, they also compared the results in 90
long-term patients with those from 57 local schoolchildren
between the ages of 8 and 11. The investigation showed that
the patients understood only 63% of the common English
expressions which were proved to be at the level of under-
standing of children 8 to 9 years old. Poor individual perfor-
mance was associated with low intelligence quotient and with
a long time in hospital but bore little relation to diagnosis.
That understanding of language should so notably decline

under the disintegrative process of chronic mental illness
deserves thought. But these results have to be seen in the
context of the cultural origins and the mother tongue of the
patients investigated. With the exception of only two Irish-
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men they were all Midlanders, and from a linguistic stand-
point at least they were a homogeneous group. So presum-
ably were the investigators. In these days of frequent move-
ment of population, both within the country itself and by
immigration from every corner of the globe, such homo-
geneity must be rare. Patients in mental hospitals reflect the
population of their catchment areas. The hospitals serving
the metropolis and other conurbations, for example, have a
substantial proportion of patients whose native tongue is
anything from Basque to Bengali, and to ask them, even if
100% sane, "What does 'pull your leg' mean?" would be as
incomprehensible in English as in Mandarin Chinese.
Moreover, if the doctor or nurse asking the question was
really literate only in Swahili or Urdu, as he might be, the
problems of communication must be baffling. They are cer-
tainly unsuitable to feed into a computer.

IBoyle, C. M., British Medical journal, 1970, 2, 286.
2 Cheadle, J., and Morgan, R., British Journal of Psychiatry, 1972, 120, 553.

Psoriasis in the Operating
Theatre

Many patients with psoriasis and other skin diseases carry
pathogenic bacteria, especially Staphylococcus aureus, on
their skins.1-5 The incidence of infection is much higher
among patients in hospital than in outpatients,5 but patients
may pick up infection soon after admission to hospital,4 and
once acquired the infection is not easily lost. Patients har-
bouring staphylococci carry the organisms on normal skin as
well as on the psoriatic plaques5 and become a real danger
as a source of infection. This was well demonstrated by R.
W. Payne,6 who recorded an outbreak of staphylococcal
wound sepsis traced to an anaesthetist who had psoriasis. He
had suffered from psoriasis for eight years and was a known
nasal carrier of staphylococci, but it was not until after he
had been admitted to hospital for treatment that the outbreak
of infection occurred. The organisms are disseminated into
the atmosphere on the scales.4 In spite of heavy contamination
patients with psoriasis normally show no clinical evidence
of infection,4 but the infection may become overt if treatment
with occlusive dressings is used.

Y. L. Lynfield and colleagues7 examine the importance of
this fact in relation to surgical operations on patients with
psoriasis. Since about 1% of the population of the U.S.A.
and up to 2% in Britain suffer from psoriasis, this is an
important problem. They show that the skin, including areas
actually affected with psoriasis, can be sterilized by the use
of routine methods of skin preparation. The standard pre-
surgical skin preparation in use in their hospital consisted of
alternate wiping with 0 05 % iodine in 70% alcohol and plain
70% alcohol, three times each. At operation there is no need
to avoid the plaques of psoriasis, as wounds through these
heal as well as wounds through the unaffected skin. There
is also no need to fear that the psoriasis will be aggravated
by the surgical cleaning. The earlier after admission to hos-
pital that operation can be arranged the better, as the patient
is less liable to be carrying pathogenic bacteria on admission
than he is after being in hospital for a short time. It is unwise
therefore to delay operation in the hope that the skin lesions
will be cleared by inpatient treatment. Once the patient is

known to have become a skin carrier of pathogenic organisms
he should be discharged as soon as possible to prevent cross-
infection to other patients in the ward. The patient, however,
should not be deprived of routine surgical procedures simply
because he has psoriasis.
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Leucocytes in the Faeces

A microscopic examination of the faeces is important in the
diagnosis of many diarrhoeal disorders. The significance of
parasites and ova in the stools is obvious in amoebic and
helminthic dysentery, while the presence of undigested meat
fibres is noted in some cases of the malabsorption syndrome.
It is less often realized that an assessment of the leucocyte
content can also be useful. Specialists in tropical medicine
have long learnt to associate white cells in the faeces with
bacillary dysentery, but in many instances the intestinal patho-
gens have not been adequately identified.1-3 The recent in-
vestigations of J. C. Harris and his colleagues in Baltimore
are therefore particularly useful.4
They studied the faecal leucocyte content of 169 persons,

of Whom 114 were volunteers who ingested known intestinal
pathogens ranging from Shigella and Salmonella typhi or-
ganisms to various viruses. The other 55 were patients with
naturally occurring diarrhoeal disease of various types. In all
cases wet preparations of mucus or stool were stained with
methylene blue and examined directly for white cells. They
found that all shigella infections gave rise to a heavy out-
pouring of leucocytes in the faeces. Nine of the eleven cases
of naturally acquired non-typhoid salmonella infections
showed a moderate number of faecal leucocytes, as did also
all eight volunteers with typhoid fever and the four volun-
teers who had ingested an invasive strain of Escherichia coli.
The two patients with idiopathic ulcerative colitis and the
one who had an allergic diarrhoea after the ingestion of a
new cereal also had white cells in their stools. In all these
cases the predominant cell type was the polymorphonuclear
leucocyte, except in typhoid fever and allergic diarrhoea,
when mononuclear leucocytes preponderated.

There was a notable absence of faecal leucocytes in 65
healthy controls, and also in volunteers with cholera and viral
and non-invasive toxigenic Escherichia coli diarrhoea. Acute
non-specific diarrhoea associated with systemic disease, the
diarrhoea of "irritable colon," and that associated with anti-
biotic therapy did not give rise to white cells in the faeces.
Likewise, two typhoid carriers and two carriers of other
salmonella organisms were free of faecal leucocytes. It was
found that the stools of volunteers with shigella infections
often contained leucocytes when the organisms could not be
recovered from them. The onset of diarrhoea coincided
closely with the appearance of faecal lucocytes, which often
disappeared at the same time as the symptoms abated. In the
volunteers with typhoid fever the faecal white cells preceded
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