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dice in favour of the better-endowed regions. The working
party therefore proposes a new formula which eliminates the
bed factor. Its view is that "we see no justification, particularly
in a situation of extreme resource constraint, for continuing to
covenant part of the costs of overbedding." More weight is
given to the population structure, and the case load element
in the formula is retained as an incentive to the regions to
increase throughput. So under the new formula the dis-
tribution of resources would favour not those parts of the
country with most beds-Mersey and the Metropolitan
regions-but the most underprovided.
What makes this proposal really painful is the present

overall shortage of resources. As the working party points
out, this means that redistribution in favour of the most
needy regions can be achieved only by imposing cuts on the
least needy regions. The report recommends that only part
of the redistribution should be carried out in 1976-7. It
suggests that no region should have either a rise or a fall of
over 2-5°/, in its revenue allocation (though the report also
gives figures showing the implications of setting the "ceiling"
and the "floor" at different levels). Furthermore, it proposes
that the revenue consequences of past major capital works
should continue to be directly financed by the DHSS.
Putting forward what will no doubt turn out to be a con-
troversial formula for providing for the higher costs of teaching
hospitals, the working party proposes a teaching and research
allowance of C10 800 a year per student in the metropolitan
regions and £5 500 elsewhere (all at September 1974 prices).
Even with these various safeguards and cushions, however,
the report's recommendations would have a severe impact.
Assuming an overall 1-5% increase in NHS revenue

resources in 1976-7-a lower rate of increase than in recent
years or than projected in the Government's Expenditure
White Paper published earlier this year3-the report calculates
that five regions would have their allocations cut. These are
the four Metropolitan regions (with the South-west Thames
suffering the biggest cut of 1-550/)) and Mersey. At the
opposite extreme, Trent and East Anglia would have
increments of 6.83% and 4 43%, respectively. These are
above the 2.5°, "ceiling" because they include allowance also
for the revenue consequence of capital spending. If this is
indeed going to be the pattern of allocations next year-and,
as the report points out, various other permutations are
possible on different assumptions-then some difficult
policy questions are going to arise in the five regions which
face cuts. Firstly, these regions are not homogeneous: some
of their area health authorities are well above the national
average in terms of beds and expenditure per head of popula-
tion, but others fall below it.4 Will any regional cuts be applied
across the board to all the AHAs ? Or will there be selective
cuts, concentrated on the best-off AHAs? If so, those in
inner London and Liverpool face a much more serious crisis
than the overall regional percentage cuts would imply. Again,
geographical selectivity apart, will the regional authorities
cut all services impartially ? Or will certain sectors-the
community services and those for particularly vulnerable
sections of the population are obvious candidates-be given
priority treatment? If so, the rest of the services will have
to be cut back more ruthlessly to create scope for selective
growth within the context ofa falling regional budget.
The working party recognises that its proposals will demand

"a rationalisation programme involving substantial closures
of uneconomic units, reductions in excess beds, changes of
use, etc." Furthermore, it argues that "rationalisation of the
order envisaged will be illusory unless Ministers are prepared
take a resolute stand when politically sensitive cases or those

which are otherwise contested-for example, by community
health councils-are presented for decision." This is indisput-
able, but the emphasis is perhaps wrong. It is not just a
"resolute stand"-namely, a willingness to face unpopularity-
that is required from the politicians. It is acceptance of
responsibility, in the first place, for the circumstances that
compel those working in the NHS to provide a service which
is more limited in scope and lower in quality than they think
is right. If the service is going to be restricted then doctors
must insist that those who do not pay the piper take full
responsibility for the ensuing discords.

First Interim Report of the Resources Allocation Working Party: Alloca-
tion to Regions in 1976-7, Department of Health and Social Security,
1975.

2 Logan, R F L, et al, Dynamics of Medical Care. London, London School
of Hygiene and Tropical Medicine, 1972.

3 Public Expenditure to 1978-9, Cmnd 5879. London, HMSO, 1975.
4Buxton, M J, and Klein, R E, British MedicalJrournal, 1975, 1, 345.

Viral Haemorrhagic Fevers
The reappearance of human Marburg virus infection in
Johannesburg earlier this year1 has renewed interest in
haemorrhagic fevers of viral origin. Marburg virus was first
isolated in 1967 after simultaneous outbreaks in two German
laboratories and in Yugoslavia.2 The 25 primary infections in
man were all associated with handling material from African
green monkeys recently imported from Uganda.

All the patients were severely ill with generalised symptoms,
an erythematous rash, purpura, haematemesis and melaena,
a tendency to bleed from needle-puncture wounds, and signs
of renal and hepatic failure. Seven patients died as a result of
bleeding and liver failure. There were five secondary cases in
hospital staff and relatives. Monkeys are believed not to be the
natural reservoir of infection, and the normal host of the virus
has yet to be elucidated.

Smallpox and yellow fever are most commonly associated
with haemorrhagic symptoms. The incidence of smallpox is
rapidly waning owing to the extensive efforts of the World
Health Organisation's eradication programme. Yellow fever,
however, is still extremely active in Africa and South
America.3 Within the last 15 years there have been extensive
epidemics in Ethiopia, West Africa, and most recently in
Angola. The Ethiopian epidemic4 included untold numbers of
cases and between 15 000 and 30 000 deaths between 1960 and
1962. Black vomit of altered blood was a common feature.
Aedes simpsoni was the mosquito host of the virus. In Senegal
and Angola Aedes aegypti was responsible for urban epidemics.
Recent outbreaks in South America have all been small and
sporadic, occurring in rural areas near forests, where the virus
persists in wild monkeys.3 Recent studies have shown that an
epizootic is active close to Panama and is again poised to cross
the canal.

Several other arboviruses produce haemorrhagic fevers.
Among the tick-borne viruses are Kyasanur Forest disease5
and Omsk haemorrhagic fever. Both have caused severe,
prostrating illnesses with gastrointestinal and haemorrhagic
complications, often with a fatal outcome. The former condi-
tion is confined to India, is transmitted by Haemaphysalis
ticks, and maintained in small mammals, with monkeys often
acting as amplifying hosts. The related Omsk haemorrhagic
fever virus is confined to a relatively small area in the USSR.
Another tick-borne group contains the Congo viruses, of
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which Crimean haemorrhagic fever is a member.6 These
viruses can cause severe and sometimes fatal illnesses and are
distributed throughout Africa, Pakistan, and Russia.
At the time ofthe Johannesburg Marburg virus outbreak an

extensive epizootic of mosquito-transmitted Rift Valley fever
in cattle and sheep was raging in South Africa.7 Several
hundred cases were diagnosed in man, particularly hand-
lers of sick animals. Several patients died after the develop-
ment of purpura, epistaxis, haematemesis, and melaena. This
is believed to be the first occasion when Rift Valley fever virus
has been the direct cause of fatal human infection. The
outbreak was associated with abnormally heavy rains in the
1974-5 season, with a consequent increase in mosquito
populations.
The dengue viruses are generally associated with a febrile

illness, severe muscle and joint pains, and a rash, with few
fatalities and no sequelae. In recent years a new disease pattern
associated with dengue virus infection and almost exclusively
confined to children between 2 and 13 years of age has
emerged in south-east Asia, India, and the western Pacific.
The syndrome is known as dengue haemorrhagic fever.8 It
presents as a mild illness, often with upper respiratory
symptoms. The mild phase lasts two to four days and is
followed by a sudden collapse, with hypotension, peripheral
vascular congestion, petechiae, and sometimes a rash. There
are variable degrees of shock; haematemesis, melaena, and
coma indicate a poor prognosis. The severe illness is thought
to be due to double infection with dengue viruses with a
critical interval, which may be about six months, between
infection with similar viruses. The first infection probably
sensitises the patient, while the second appears to produce an
immunological catastrophe. The first recognised outbreak was
in Manila in 1953, and 500 patients are admitted to hospital
annually in the Philippines. In Bangkok and its suburbs
10 000 cases were admitted between 1958 and 1965 and nearly
700 children died.9 There appears to be no decline in the
incidence of the disease, which is now widespread. It tends to
reappear in already affected areas. The greatest number of
cases in a single year in Thailand was recorded in 1973, when
8288 cases were admitted to hospital and 310 died.10 One
contributing factor may be the enormous build-up of Aedes
aegypti populations in the rapidly expanding urban communi-
ties of the Orient. Haemorrhagic complications after
dengue virus infection have been noted before, for instance,
recorded in epidemics in Greece in 1927-8 and in Australia.
A recent outbreak of dengue haemorrhagic fever occurred in a
remote Pacific island without any apparent dual infection."
The outbreaks of haemorrhagic disease in south-east Asia

are always associated with large epidemics of uncomplicated
febrile illnesses, usually due to dengue infection. Chikungunya
virus has frequently been associated with these outbreaks, but
it is not believed to cause such a severe illness.9 12 13

During the last two decades another important group of
viruses-the arenaviruses-has emerged. The arenaviruses
include those responsible for the South American haemorrhagic
fevers, the much more publicised Lassa virus, and the group
prototype, lymphocytic choriomeningitis virus. Rodents appear
to be the natural reservoir of infection, developing a chronic
viraemia and viruria, possibly as a result ofimmune tolerance.'4
The viruses are believed to be transmitted to man in rodent
excreta. Junin virus, the cause of Argentinian haemorrhagic
fever, has caused extensive outbreaks particularly around
Buenos Aires since 1953.15 Drowsiness, pallor, and facial
oedema are common findings, and bleeding gums, epistaxis,
haematemesis, melaena, and a petechial rash may occur. A
slow pulse is characteristic, the blood pressure may drop

precipitously, and oliguria and anuria ensue. Fatalities have
declined because of prompt treatment.16 The Bolivian form,
caused by the related Machupo virus, produced an epidemic
in San Joaquin township between 1959 and 1962. In a popula-
tion of 2500 there were 470 cases and 142 deaths.'7 Neither
Junin nor Machupo virus has spread to hospital staff attending
patients in the way that Lassa fever has. This virus has caused
over 100 cases, many of them secondarily infected in hospital,
and over 40 deaths in three widely dispersed areas of West
Africa.'8
Another group of haemorrhagic fevers are those with a renal

syndrome, which have been described as far east as Korea,
throughout Russia, and are also found in central Europe and
the Balkans.'9 The syndrome was particularly prevalent
among Servicemen during the Korean war. The clinical picture
is of a toxic febrile illness followed by renal disease and
haemorrhagic changes. Anuria and oliguria are followed by
polyuria. No virus has yet been conclusively isolated from
these cases.
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Crystal-gazing i
gastroenterology
Astrology is an unfashionable science, and there is a general
scepticism about our predictive abilities. In the business and
economic world estimates are today hedged about with
conditions and saving clauses; in science progress is so fast,
and technology so likely suddenly and unexpectedly to open
whole new areas for exploration, that predictions have to be
guarded. Of course there was always someone somewhere
who had foreseen it all (quite frequently H G Wells or
Leonardo da Vinci) but often he had been an isolated eccentric
whose futuristic ideas were not shared by conventional
authority.
The Medical Research Council is doubtless wearily aware

of the hazards of scientific forecasting. Yet, unless it is to
determine the distribution of its grants entirely by whim,
influenced by flashes of fancy and the persuasiveness of
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