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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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hair growth, but most of the patients tolerated the drug
well. Seven of them continued to use minoxidil as out-
patients and it maintained good control of their bload
pressure. All were receiving other drugs at the time, and
all the outpatients were on propranolol in average daily
doses of 120 mg daily. Reduction of blood pressure did not
affect renal function, and the authors propose this method
of treatment as an alternative to bilateral nephrectomy in
patients with accelerated hypertension and advanced renal
failure.

Minoxidil has not yet been introduced into Britain and
only about 200 patients have been studied in the U.S.A.
But the results from this study and that of Pohl and Thur-
steon are sufficiently encouraging to suggest that vasodilators
combined with beta-blocking drugs may provide the best
treatment for severe hypertension complicating advanced
renal failure.
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Think Again on Salmon
Is all well with nursing? Some evidence from a recently
puiblished survey of three English hospitals by an American
graduate nurse might suggest that the answer is yes.' No
fewer than two-thirds of patients were highly satisfied with
their nursing care in hospital, and though, understandably,
doctors and nurses differed about the relative importance
of the nurse's various roles they largely agreed on the
priorities. So by any standards we have come some way
from Florence Nightingale's, "no man, not even a doctor,
ever gives any other definition of what a nurse should be
than 'devoted and obedient'," to the report's finding that
73% of doctors thought that the nurse was quite capable
of making some decisions about the patient's activity, diet,
and drugs.

Nevertheless, the report discloses what it calls a grim
picture of staffing in our hospitals. Asked to complete the
sentence. "Five years from now, I hope to be . . . " 59 out
of 78 nurses said they wanted to continue in their career-
but only 20 of them planned to do this full time in hospital.
This unhappy fall-off after qualification seems to be self-
perpetuating, since over half the nurses said that staff
shortages formed the greatest problem in nursing today.
Such shortages, the doctors thought, were due to poor pay
and living conditions, as well as "inflexible administrators
with authoritarian views who were unwilling to fit the
married nurse into the general hospital scheme." Important
as all these factors are, another one also emerges from the

report: that the nurses and sisters derived their satisfactions
from personal relationships-completing tasks and helping
and working with people. Can these benefits still be ob-
tained as readily under the Salnon reforms? Two years ago2
a nursing sister thought not: "Many people are deserting
the profession because of this failing . . . they realize just
what the future holds, and are unwilling to subject them-
selves to something in which they know they will be un-
happy."

Unfortunately, the survey did not ask the nurses for their
views on Salmon, though some of the doctors' opinions were
said to reflect the ward sister's dissatisfaction with it. These
views mirrored those which have been expressed time and
again by normally staid and responsible leaders of the
medical profession, in our columns and elsewhere. Surely
the time has come to have another look at the Salmon pro-
posals and how they are working. As the report suggests,
this should be done jointly by doctors and nurses. But just
as important is that the right people should be chosen for
this urgent task. Ever since the battle of Humbleton3 staff
officers have been criticized, and often justly, for being out
of touch with the infantry. Any committee set up to decide
what should remain of the Salmon reforms should contain
a majority of troops from the frontline.

Anderson, E. R., T7he Role of the Nurse. London, Royal College of Nursing,
1973, price 60p.

2 Jeffries, P. M., British Medical journal, 1971, 3, 367.
Shakespeare, W., Henry, IV Part I.

Rubella Arthritis
A number of viral diseases may be followed by arthritis.'
Among them are dengue, epidemic Australian polyarthritis,
mumps, smallpox and vaccination against it, poliomyelitis,
and viral hepatitis. But in Britain today perhaps the com-
monest is rubella. It is said to be followed by arthritis in
15% of cases in adults, though it is rare in children.' It is
an acute migratory polyarthritis and usually occurs with or
soon after the rash.2 3 It is of short duration, lasting only a
few days, and is generally over within a week, but it may
worry patients by making them think they have developed
rheumatoid arthritis. Rarely it may persist for as long as 28
days.4 Though usually self-limiting and without sequelae, it
may lead on to intermittent arthralgia for a year or more,2
affecting the joints originally involved, and the metacarpo-
phalangeals, proximal interphalangeal joints, knees, wrists,
ankles, or elbows.
The introduction of live attenuated rubella virus vaccines

has added to the problem, for arthritis has now been seen
to follow all licensed vaccines, though a rather higher inci-
dence has been observed with the HPV-77DK 12 vaccine
than with the others.5-7 It is more common in adults but may
occur in children and can be recurrent.8 G. R. Thompson
and his colleagues9 have recently published a three-year
follow-up of 40 children who developed arthritis after vac-
cination with HPV-77DK 12 vaccine. Recurring attacks of
arthritis affected 11 (28%) and possible recurrences 7 (18%),
the knee being the joint most commonly involved. The dura-
tion of each attack was from one to five days, with complete
clearing between attacks, the intervals between attacks in-
creasing as time passed. In most cases by the end of the
study the attacks had apparently stopped. Attacks were
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