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admission investigation units.'0 Again, nurses have been
shown to have a valuable role as therapists; and with properly
organised primary careteams, doctors couldspend moretime do-
ingproductive medicalwork. Allthese methods have beenproved
to be cheap, efficient, and acceptable-and yet how many of
them have been copied on a large scale ? Perhaps the reason
these pioneer schemes are rarely copied lies again in un-
imaginative administration, with its bureaucratic delays which
stultify all but the most determined-as well as the lack of any
obvious benefit to the doctor who has initiated such schemes.

Fourthly, the medium to long term should not be neglected.
Health education has always been the poor relation in the
NHS, and we may be seeing some of the consequences now.
Deaths from coronary artery disease, for example, show no
sign of slackening in Britain,5 whereas in the USA they have
dropped by a third (among men) in the last decade.1' The
American business man, obsessed by his coronaries to the
point that the has given up smoking, uses unsaturated fats, and
jogs round the park every morning, may be a figure of fun, but
he is a living one. Included in an expanding health education
campaign could be encouragement and advice to the public to
make greater use of self-treatment. Most coughs, colds, aches,
pains and attacks of diarrhoea and sunburn can and should be
treated at home without calling the doctor.

Sadly, there is little prospect of attitudes changing along
these lines so long as the current atmosphere of acrimony and
distrust persists. Convenient as it may be to blame everything
on Mrs Castle-and she has shown a remarkable ability to
make enemies and antagonise people-the fundamental causes
of the malaise go back further than her appointment as
Secretary of State in 1974. Possibly the main source of dis-
content has been the feeling among those at the "sharp end"-
the doctors, nurses, and technicians concerned with the day-
to-day care of patients-that they have been asked to make all
the economies and effort while the administrative machine has
grown in power, opulence, and incompetence. As an example,
take hospital planning. Most hospital staff work in buildings
partly or wholly scheduled for modernisation or rebuilding, so
that most have first or secondhand experience of the planning
process. Committees have sat for years-sometimes over ten
years-examining plans prepared at enormous expense by
architects, and modifying those plans to take account of the
stop-go cycles of the hospital building programme. Many
greying consultants now frankly state that they will never
again consent to waste years of their life on cloud-cuckoo-land
planning committees of that kind.
What could be done to restore morale and give the NHS

patient some chance of recovery? The Government's agree-
ment to an NHS inquiry is a step in the right direction, but
one that has been soured by its refusal to consider shelving
the counterproductive, expensive exercise of phasing out
private beds from the NHS. The arguments have been re-
hearsed often enough, but no one can dispute that if the
Government's policy is bulldozed through it will be expensive
(at least £50 million a year); fewer patients will be treated
each year (for no consultant is going to do routine NHS opera-
tions on a Sunday in the current atmosphere); and the resent-
ment caused might well push the Service into an irreversible,
terminal state. No doubt Mrs Castle may claim that failure to
carry out the Government's pledge will cause equally damag-
ing resentment among the hospital staff represented by more
militant unions. The essence of politics is compromise; one
would have been possible if the Government had not encour-
aged the taking up of extreme positions; and the long-term
interests ofthe NHS will still best be served by a search for an
honest compromise on this issue.

As we said last week,12 the purpose of any independent
inquiry is not to give answers we know to questions that have
been asked already: in addition to examining the way the
NHS has been working it should be asked to look at the ways
other countries have organised their medical care to see if the
quality of the service to patients here could be improved
within the current constraints. One clue may come from the
notable success of the health programmes in the small
democracies-Switzerland, Denmark, the Netherlands, and
Norway. Possibly the population of England and Wales is too
large for a health service organised on a hierarchical pyramid
with an Elephant at its summit. Decentralisation could lead
to greater efficiency as a direct result of greater local autonomy.
An immediate step that might be taken, then, in an attempt

to restore morale would be to transfer to area health authorities
much greater control of their budgets-and a much clearer
idea of how much money they are likely to have in the next
financial year.13 Given a guaranteed minimum (and Mrs Castle
has undertaken to do that) reasonable plans could be made in
consultation with the districts and the community health
councils. There is still an enormous reservoir of goodwill at
all levels of the Service that could be tapped if individuals
believed their efforts would be of direct benefit to their own
communities. There is just not enough time to wait for the
Royal Commission's recommendations, not to mention the
inevitable delay in implementing them. Cuts will have to be
made early next year in some if not most parts of the country.
If they are made in the current mood of disenchantment they
may prove the disastrous last straw; morale must be restored,
and quickly.
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Whooping-cough
vaccination
The report' in January 1974 of neurological complications
after pertussis vaccination in 36 children admitted between
January 1961 and December 1972 to the Hospital for Sick
Children, London, had repercussions for which neither the
Department of Health and Social Security nor the medical
profession was prepared. As a result of the widespread
publicity given to the report parents became alarmed at the
claimed hazards of pertussis immunisation, especially as doubts
were also cast on the efficacy of the vaccine. In the absence of
unequivocal data on the safety or efficacy of pertussis
immunisation, some doctors lost confidence in the procedure.
The Department of Health gave no guidance to medical
officers and general practitioners until June 1974, when it
distributed a letter2 stating that the Joint Committee on
Vaccination and Immunisation, after reviewing available
information, still believed that pertussis vaccination should
continue.

Nevertheless, evidently the Joint Committee was not
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entirely satisfied with the quality and extent of the informa-
tion at its disposal. This was reflected in its decision to pursue
three lines of investigation. Firstly, a prospective study was
undertaken under the auspices ofthe Public Health Laboratory
Service in association with the Communicable Diseases
(Scotland) Unit to assess the degree ofhazard which whooping-
cough infection presented to children. The Public Health
Laboratory also undertook actively to investigate the efficacy
of pertussis vaccine. Lastly, a new subcommittee was appointed
to review information on the risks ofimmunisation.
A year later, in June 1975, the Joint Committee had

received new information from all three sources.3 The Public
Health Laboratory Service reported that whooping cough was
still a severe disease in children, particularly in those under 1
year old. It also provided evidence that current vaccines gave
a high degree of protection. Though the subcommittee on
complications of vaccination could not then assess the precise
risk associated with vaccination, it was satisfied that the
hazards to children from whooping cough exceeded those of
immunisation. The committee unanimously agreed that on
the evidence now available the policy of offering pertussis
vaccine in infancy should not be changed. Its members had
satisfied themselves that allegations of lack of efficacy and high
risk of severe after effects had been somewhat exaggerated,
though the committee did not offer any information on the
effect, or the consequences, of the adverse and widespread
publicity given to those allegations.
The pertussis vaccination programme developed gradually

in England and Wales during the 1950's, until by 1960 all but
one local health authority had approved arrangements for
immunisation. Before the programme had got under way
there were about 120 000 to 150 000 notifications of whooping
cough every year, but by 1957 the effect of routine immunisa-
tion of infants began to have an effect on notifications. A
three-year periodicity in epidemics appeared, and each epi-
demic was less than the previous one. The number of children
contracting the disease during the first year of life, when they
are most vulnerable to severe complications, also decreased in
proportion to the total number of notifications, which was
only 20 000 for the three years 1972-4.

Children aged under 12 months consistently account for
10 to 12% of the total notifications, and another half of all
notifications consist of children between 1 and 4 years of age.
A sharp decrease in the number ofinfants routinely immunised
after the 1974 adverse publicity could mean that there will
be a substantial pool of susceptible children when the next
epidemic is due in 1978. Will this mean that there will then
be a resurgence ofwhooping cough ?

In a recent review ofthe present status ofpertussis immunisa-
tion4 it was reported that pertussis vaccine was highly effective.
The risk it carries of inducing or precipitating a serious
reaction is substantially less than claimed a year ago. It may
possibly be as high as 1 in 100 000 but perhaps as low as 1 in
1 million. The experts are almost unanimous in recommending
the use of pertussis vaccine routinely except in certain defined
conditions. It is easy to forget the damage done to infants by
whooping cough, even now that antibiotics are available: it
would be (lisastrous to allow this risk to occur again.
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Mental health in developing
countries
When in 1913 Schweitzer' went to Lambarene he observed
that mental complaints were rarer there than in Europe. But
even then in the Congo, as elsewhere, there certainly were
mentally ill persons-though summary but perhaps necessary
measures of disposal may have kept their numbers down.

Subsequently, studies such as those of Field,2 who showed
that the prevalence of schizophrenia in rural Ghana was
virtually identical with that in Western Europe, left no doubt
that the inhabitants of developing countries were not immune
from mental illness; nor, as Lewis3 stated in his opening
address to the first Pan-African Psychiatric Conference in
1961, was there any convincing evidence that the incidence of
mental illness was any different in Africans than in Europeans.
The same is true elsewhere in the world, and the WHO Expert
Committee on Mental Health4 has estimated recently that over
40 million people in developing countries currently suffer
from serious untreated mental disorders.
What emerges so clearly from this report is that it is develop-

ment itself which tends to bring mental disorder to light.
When other more pressing needs have first to be met-such
as adequate nutrition and water supplies and the control of
infectious diseases-mental health problems, while they may
nag in the background, may not excite immediate concern.
Once physical deprivations have been conquered, or even
partly so, and overall standards of living have begun to rise
then mental illness begins to loom larger. But there is no need
to travel overseas to discover this: it is amply evident in the
history of social development in Western Europe during the
last 200 years. The process of civilisation, indeed, contains
forces which operate adversely on mental health, some un-
covering what is lying dormant, while others may actually be
pathogenic, such as overurbanization, the disintegration of
family life, and increasing social isolation. Furthermore,
as the physical health of a nation improves and longevity
increases the prevalence of psychiatric disorders of old age
inevitably rises.
Not only is the prevalence of mental disorders in developing

countries of the same order as that here at home, but they
appear to be largely similar in range and type, though cultural
factors are known to modify content. This resemblance is
particularly true ofthe major functional psychoses and possibly
somewhat less so in the case of neurotic or personality prob-
lems. Even then, the WHO Committee states that such dis-
orders are no less common or troublesome in developing
countries-their prevalence may be as high as 10% or more
in the population at large and higher still among those seeking
help from curative services.

In listing the measures necessary to cope with this increas-
ing burden, all the old and over-familiar needs at once become
evident-the need to alter attitudes towards the mentally ill,
the need for resources of very many diffetent kinds, and above
all the need for the scarcest commodity of all-skilled hands.
Whereas at one time the traditional "healer" fulfilled a useful
function in treating milder mental illnesses within the setting
of a village community, this time has passed. The inhabitants
of developing countries have as much right ofaccess as others
to such skills as 20th century psychiatry can offer.

There is, however, the important possibility of a second
chance. The history of Western psychiatry is littered with
mistakes; those concerned with promoting mental health in
the Third World, given hindsight, may not need to repeat
these errors. One example cited by the WHO Expert Commit-
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