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by 20% when charges last went up and had not fully re-
covered 18 months later. The meals were started to ensure
that children were capable of benefiting from the education
they were being offered,'6 and their continued relevance
should be judged on this basis. Viewed in this light the
timing of meals is in many ways as important as overall
nutrition, since the child who arrives at school without
breakfast, gets no morning milk, and eats an unsatisfactory
lunch cannot be expected to give of his best in class. The
school medical service is in no position to judge which child-
ren would benefit from help of this nature.
The committe says little about long-term surveillance, pre-

ferring to wait until it has gained experience from the sur-
veys now in hand. But it is clear that no useful cost-benefit
analysis of the Government's social welfare policy can be
achieved without a long-term survey capable of providing
information before as well as after change is initiated, and
it is good to see that the committee intends to return to this
rheme in its next report. Fact needs to replace opinion if
we are ever to achieve 'better value for money. Whether one
considers the welfare cow sacred or not is largely a matter
of political persuasion: such differences should not prevent
us from uniting to exercise wise husbandry and secure the
economic distribution of the animal's limited milk. If 1%
of the money now spent on subsidizing school meals was
made available to the committee, it would be possible to
spend £1 million a year on survey work.
That there may still be room for improvement in child-

hood nutrition is apparent from recent reports that children
of social class V born in 1958 were, on average, 3.3 cm
shorter than children from social classes I and II at the
age of 7, and that low birthweight and large family size are
as important influences as the more obviously genetic
effect of maternal height.'7 Differences in stature actually
increase in later childhood and, since the effect of family
size on stature is greater in the poorer families, it is widely
assumed that differences in nutrition contribute to the diff-
erence in stature.'4 Only a large-scale Government-backed
social experiment could finally estaiblish whether nurture
rather than nature and heredity is responsible for this diiff-
erence. And it would seem to be an experiment that must
eventually be undertaken by any Government pledged to
tackle the cycle of deprivation'8 that so concerns the Minister
of Health and Social Security, Sir Keith Joseph,'9 because
mental attainment may well be compromised as much as
stature.

"If one has seen a plant or animal in only one environ-
ment, all one knows about its genetic constitution is what it
can do in that environment and not what it may do, or not
do, in any other."20
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Too Little Time
Most doctors so far have been barely touched by the forth-
coming change in the health services. Not so other staff,
some of whom seem to be suffering from quite a buffeting.1
London, apart from its general labour shortage, has faced
specially difficult problems in reorganizing its health ser-
vices. So much so, in fact, that the Secretary of State even-
tually imposed a new administrative pattern because
agreement could not be reached between the conflicting
health interests. But there have been danger signals from
elsewhere,2 3 and evidently even outside the metropolitan
areas, which have the greatest difficulties, all is not well. A
joint liaison committee in East Anglia, for example, reports
on overwork and insecurity among senior staff and conse-
quent staff shortages.

Part of the trouble is that a politically inspired timetable,
geared to parallel local government reform, has left the
N.H.S. too little time for a smooth changeover. The talking
has extended over several years but the action is expected to
take place in England and Wales in a little over six months.
Scotland was fortunate in having a little longer, and Nor-
thern Ireland has already reorganized its health services. The
health deipartments have made a big effort to keep everyone
informed, and facts, advice, and instructions are tumbling
out. Nevertheless N.H.S. staff have to execute the changes
for April 1974 while at the same time continuing the exist-
ing services, a formidable task. Joint liaison committees,
which are interim bodies representative of all local health
interests, have been working hard during the year collecting
information and local opinion and laying plans for the tran-
sition. But only shadow authorities have the power of de-
cision, and though membership of these at regional and area
level is well on the way to completion (Wales and Scotland
are already complete) with barely five months to "D" day
ony a relative handful of staff appointments have been an-
nounced, and, Scotland excepted, none of these have been
medical. Regional health authorities and many area health
authorities have already been meeting, but their work must
be handicapped by lack of senior staff.
The doctors most concerned now in the reorganization

are those in local authority services and regional hospital
boards, many of whom are already enmeshed in the selec-
tion procedures for area and regional authority positions.
District appointments are to follow. This is a time of great
uncertainty for them, and for the more senior medical staff
it has been aggravated by the Government's equivocation
over early retirement procedures, which has even prompted
a question in the House of Lords about the position of
senior N.H.S. staff. The Government has partly given way
to the B.M.A.'s protests on the original proposals,4 which the
profession had thought unreasonable. Nevertheless, this is an
unhappy example of maladroit handling by the Department
of Health of a matter which clearly has implications for re-
cruiting medical staff.
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The endless stream of Governrment papers on reorganiza-
tion has sorely taxed the B.M.A.'s resources. A special work-
ing party with representatives from the three main pro-
fessional branches has been meeting regularly at Tavistock
Square to deal with all the draft circulars and documents.
They cover a variety of subjects such as job descriptions for
area and regional medical officers, machinery for staff
appeals, collalboration between N.H.S. and local govern-
ment, and the establishment of joint consultative commit-
tees, protection of salaries, community health councils,
childhealth services, control of notifiable diseases and food-
poisoning, and so on. The pressure is such that too often the
",profession's view" on proposals is called for at very short
notice, and with inadequate time for full consultation, with
the obvious risks that mistakes may be made that could
spell trouble in 1974.
The Association has also been busy with the Government

about the medical advisory machinery. The B.M.A. has
long pressed for a strong and widely representative advisory
structure. A working party, with Dr. C. J. Wells as chair-
man, has worked hard to plan a scheme acceptable to all
branches of the profession and one that would ensure sound-
ly based medical advice for the health authorities.5 Initially,
the Government objected to the profession's plan for the
regional machinery and put forward counter proposals,
though after the B.M.A. reacted strongly the Government
has apparently conceded the point.

Since most doctors are fully occupied by their clinical
duties they can spare little time to take a practical interest in
the reorganization. Courses to tell N.H.S. doctors about the
changes have apparently not been well attended. Neverthe-
less, with evidence that difficulties are arising it is essential
for them to make their presence felt during the transitional
period as well as in the new N.H.S. It will not be enough
to rely on the handful of hard-working local and national
medicopoliticians who have so far carried the main burden
of presenting the profession's views to the Government and
to the N.H.S. authorities.
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New Vasodilator Drugs
for Hypertension
Patients with established hypertension usually have a normal
cardiac output and a raised peripheral vascular resistance.
One method of reversing this situation is to use a drug
which dilates the vascular smooth muscle of the systemic
arterioles to restore the resistance to normal.

Vasodilatlor drugs have been given for hypertension since
effective treatment was first introduced in the early 1950s.
Sodium nitroprussidel has to be made up freshly before
injection and has found only a limited use in hypertensive
emergencies. Hydrallazine, given parenterally and orally, is
generally preferred, but its main disadvantage is its toxicity in
prolonged use, when it may cause a clinical syndrome re-
sembling lupus erythematosus.2 Like isoniazid, hydrallazine
is acetylated,3 and to avoid toxic effects in patients who are

slow acetylators the dose must be restricted to abcout 150
mg daily. This dose is not very effective when given alone.
Combinations of hydrallazine with other drugs are popular
in some countries and were the treatment given in the
Veterans Administration's controlled trials on antihype..r-
tensive therapy,4 but they have never been widely used in
Great Britain.

In the past four years interest has revived in vasodilator
drugs, and three of them, diazoxide, guancydine, and mino-
xidil, deserve mention. This interest owes something to the
development of beta-receptor blocking drugs, which restrict
the reflex rise in heart rate and output that follows dilata-
tion of peripheral arterioles. The result of giving both a
vasodilator and a beta-blocker is to potentiate the hyipo-
tensive effect and prevent palpitations and tachycardia.5 6

Diazoxide, a structural analogue of chlorothiazide without
diuretic properties, was devised more than ten years ago. It
is an effective antihyipertensive agent and in many centres
is the preferred method of reducing blood pressure in an
emergency by injection of an intravenous bolus. It is also
effective by mouth, but in common with other vasodilators
it tends to cause fluid retention and hypertrichosis. By this
route too it may cause diabetes by inhibiting release of in-
sulin from the pancreas.7 The hyperglycaemia is specifically
antagonized by tolbutamide, which has a structure resemb-
ling diazoxide. This observation led to the reintroduction
of oral diazoxide into the treatment of severe hypertension
in association with renal failure, tolbutamide being added
to control hyperglycaemia.8

Less information has appeared on guancydine, which is a
vasodilator drug active by mouth and probably with about
the same potency as hydrallazine.9 10 Side effects reported
include hyperexcitability, paraesthesiae, and gynaecomastia.
Minoxidil appears to be the most encouraging and least
toxic of these three drugs on present evidence, though
studies are few and confined to severe hypertension. It has a
long duration of action, the reported half life being one
to four days. In common with other vasodilators it raises the
plasma concentration of renin, but this is probably unim-
portant. In animals minoxidil and propranolol act syner-
gistically to lower blood pressure in the same manner as 'has
been shown in man with hydrallazine and propranoiol.611

Vasodilators have been of particular value in treating re-
fractory patients with accelerated hypertension and renal
failure who may require renal dialysis with or without bi-
lateral nephrectomy. These patients are frequently over-
loaded with fluid, have a high plasma renin activity, and
respond relatively poorly to drugs that blockade ganglia,
adrenergic neuirones, or adrenoceptors. Intravenous diaz-
oxide rapidly lowers the blood pressure. J. E. F. Pohl and
H. Thurston8 treated 39 patients with hypertension and
renal failure with long4term oral diazoxide and repDrted
good results, ithough 29 patients requied tolbutamide to
control hyperglycaemia at some stage.

Recently W. A. Pettinger and H. C. Mitchell12 suggested
that minoxidil may ha-ve been of particular value in patients
with terminal renal failure who were responding poorly to
other drugs. They studied 11 patients; eight were in ad-
vanced renal failure, six had grade III retinopathy, and two
had grade IV retinopathy. The average supine blood pres-
sure on admission to hospital was 245/154 mm Hg, and
the mean of the last four readings before discharge on an
'average dose of 32 mg of minoxidil daily was 147/91 mm
Hg. The main side effects were fluid retention and increased
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