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centres where bypass techniques are safe and routine. Closed
valvotomy remains an attractive alternative choice for the
diminishing number of patients with early pathological
changes in their mitral valves.
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A decade for the patient
The end of this decade sees more resources being devoted to
the NHS than at the start, with more doctors and nurses
looking after more patients in an organisation managed by
more administrators.' Despite this, more patients are waiting
to enter hospital2 and staff and public are more dissatisfied
with the NHS-a malaise that shows little sign of being able
to respond to the nostrums of the three-year Royal Com-
mission.3 Indeed, the concept of the all-embracing welfare
state is being treated with increasing scepticism as it is realised
that not even prosperous economies-and Britain's is certainly
not that-can slake medicine's insatiable thirst for resources
and skilled manpower.

Despite its radical activities elsewhere this Government has
not rushed forward with any plans for altering the present
system of financing the NHS. Britain seems unlikely to be
able to earmark more taxpayers' money for the Service,
though voluntary help and greater activity in the private
sector may well make a modest contribution to health care.
Yet the financial burden on the health and social services will
inevitably increase: two key statistics show that by 1985 there
will be around 4000 doctors qualifying annually (almost twice
as many as in 1960)4; and the proportion and absolute numbers
of over-75s in the population are also sure to rise.1 5 Since
new investigations and better treatments usually cost more
the difficult question-and one which prompts a distinct
sense of deja vu-is how should the available funds for
health be shared ?
The 1974 reorganisation and the social changes of the

'seventies have irrevocably altered the balance of power so
that more than ever doctors will have to rely on convincing
arguments, persuasion, leadership, and political guile to
influence the running of the Service and its financial priorities.

The Secretary of State, Mr Patrick Jenkin, spelt out the
realities in his foreword to the recently published Government
consultative document Patients First: "It is doctors, dentists
and nurses and their colleagues in the other health professions
who provide the care and cure of patients and promote the
health of the people. It is the purpose of management to
support them in giving that service."6 Mr Jenkin wants
simpler professional advisory machinery: given the present
cumbersome and sometimes conflicting procedures what
doctor will oppose that? So one of the profession's earliest
objectives for the '80s should be to construct a simple,
representative, and respected system for providing advice
locally and regionally. Without this even the streamlined,
devolved administration for the NHS, which most people
agree is essential, may get its priorities wrong.

Doctors will also need, however, to make a concerted
professional effort nationally-perhaps along the lines of a
British Academy of Medicine7-to agree on medical priorities
and get them accepted. One obvious need is for more emphasis
on preventive medicine, which while cost-effective is still
largely ignored. Why, for example, have successive govern-
ments allowed tobacco and alcohol to become relatively cheaper
even though their health hazards have become even more
apparent, and the consequential cost to the NHS substantial?
Another priority is for the shift from hospital to community
care to continue, provided that resources, too, are shifted,
economies co-ordinated, and links between the two
strengthened. Saving money on hospital drug bills, for instance,
by passing the prescribing across to general practice, where it
is more costly, is ridiculous. In an era when everyone will be
economising cost-cutters must collaborate.

Preserving the independent status of general practitioners,
and with it the separate administration of family practitioner
services, is another priority for the profession. But the case
for doing so would be reinforced if GPs and hospitals in-
creased their mutual co-operation-a process which is more
dependent on good will and determination than on a neat
administrative structure. General practitioners should remind
themselves regularly, however, that one major advantage of
their independence-namely, to protect patients from NHS
bureaucracy-is nullified if they turn their own practices
into mini-institutions. Patients like and need access to a
friendly medical face, and family doctors should balance
practice efficiency with personal service.
Among other foreseeable priorities to tax the profession's

ingenuity in the 1980s are manpower, audit, computers, and
representation. The decision on medical manpower in the
'80s, the number of doctors, has already been taken, and with
immigration and emigration both reduced the main imponder-
able will be how many of the women qualifying will practise
full time. We shall not know the answer until the late '80s and
beyond, but meanwhile the profession must ensure that
women doctors are given every opportunity to practise full
time or part time: progress so far has been too slow. Now that
general practice has followed the specialties in having formal
training8 a major hazard for inanpower and career prospects in
the NHS could be that training patterns will be too rigid.
The system needs to be sufficiently adaptable, both to
accommodate those who wish to or have to change specialties
during their training and also to provide satisfying professional
opportunities for those who do not make, or do not wish to
make, the top rung. These problems have been endlessly
discussed in the '70s: the profession must solve them in the
early '80s or politicians, aware of the country's expensive
investment in medical training, may impose a remedy.
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Medical audit is another issue where as health costs rise
and consumer groups become more powerful an imposed
solution might appeal to Whitehall and Westminster. Further-
more, not only doctors will have to pay the bill for the increased
litigation which seems an inevitable American import of the
'80s: health authorities will also have to contribute and they
might welcome formal audit procedures as helping to reduce
the bill. Understandably, British doctors have been cautious
about audit in the NHS, with its implied threat to clinical
freedom, and experiences in the United States have contributed
to this caution.9 The BMA's Representative Body last year
approved a priority motion calling for practical recommend-
ations for audit to be prepared for debate at the Newcastle
meeting in July this year.10 That debate offers the profession
an opportunity to decide its policy for the 1980s.
The final year of the '70s saw the doctors publicising their

anxieties about confidentiality of computer-stored information.
A decade earlier the BMA's Planning Unit had published a
report on computers in medicine." While most of its forecasts
were correct, the report's expectation of computers being
"introduced into medical affairs on a rapidly increasing scale
over the next few years" has not been fulfilled. But the next
decade will almost certainly see this prophecy come true.
Doctors should take another look at that report and decide
collectively what type of computers they want, particularly in
general practice, for it will be impracticable and uneconomic
to have a multitude of different machines.

If computers have arrived in medicine rather more slowly
than expected communications have expanded faster. The
vast increase of documents in the NHS has been alarming
(though the DHSS is now making strenuous efforts to reduce
the flow); postgraduate education has used up-to-date
techniques; and medicine has often been handled by the
media in a way that has disturbed many doctors. The '70s
have been the decade of the medical newspapers-to an extent
where, as with the national papers and television, press
headlines and requirements too often seem to dictate policy.

Finally, what are the BMA's prospects for the 1980s ?
The Association's newly installed secretary, Dr J D J Havard,
gives a confident assessment at p 128. The next 10 years
should see the BMA complete its adjustment to the combined
functions of a professional organisation and a union, and
with an effective federal structure and better local representa-
tion-which will match the NHS's planned devolution of
power-there is every reason to expect the BMA to be even
stronger in 1990 than now.

Unity will enhance the authority of the profession's advice
to the NHS and, in turn, help to improve the service to the
patients. And this should be the profession's prime objective,
making the '80s a decade for the patient.
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Suppression of multiple
sclerosis
Experimental allergic encephalomyelitis is an immunologically
mediated demyelinating disease of the central nervous system.
It can be induced in various animals by inoculating homo-
genates of nervous tissue or purified myelin proteins-with
the addition of complete Freund's adjuvant. A chronic
relapsing form of experimental allergic encephalomyelitis
which has been induced in one strain of guinea-pigs bears
close clinical and pathological similarities to multiple sclerosis.'
The immunological mechanisms concerned in the patho-
genesis of the experimental and human disease and the results
of attempts to suppress the two diseases were considered in
depth at a recent symposium in London sponsored by the
Multiple Sclerosis Society of Great Britain and Northern
Ireland in memory of Professor Laurence Liversedge, who
was a pioneer of research into multiple sclerosis in Britain.

Intensive research in experimental allergic encephalo-
myelitis has shown that the disease can be prevented or
attenuated in various animal species including the rhesus
monkey by administering the sensitising antigen without the
adjuvant. Protection may be given by repeated administration
of the myelin basic protein molecule, or of fragments of the
molecule (which appears to have separate inducing and
inhibitory sites), or of one of several synthetic non-
encephalitogenic peptides. The protective injections can be
given either before the challenge or at a critical period after
it.2 3Attempts have therefore been made to influence the
course of multiple sclerosis in similar ways, but the results
available have not been particularly encouraging. The results
of a trial of porcine myelin basic protein given to patients
with multiple sclerosis in the United States were far from
convincing; and they raised serious reservations about the
safety of this form of treatment in view of the possibility
of inducing the human equivalent of experimental allergic
encephalomyelitis in a host who is already immunologically
primed. On the other hand, the use of synthetic non-
encephalitogenic peptides (such as copolymer 1) appears to
be safer and to hold greater promise,3 and the results of trials
at present in progress in Israel, Germany, and the United
States are being awaited with great interest.

Several other strategies for treating multiple sclerosis have
arisen from work on experimental allergic encephalomyelitis,
and these were also discussed at the symposium. Some, such as
the use of polyunsaturated fatty acids, have already been
subjected to clinical trials and have been shown to reduce the
rate and the severity of relapse in groups of patients with the
relapsing form of multiple sclerosis.4 o Immunosuppression
with agents such as azathioprine or cyclophosphamide has in
the past been thought to be of some benefit in some studies.
The value of long-term intensive immunosuppression with
antilymphocyte globulin in combination with prednisolone
and azathioprine is being assessed in patients with relapsing
multiple sclerosis in a Medical Research Council sponsored
controlled trial. Other potentially promising approaches
include the use of proteinase inhibitors and inhibitors of
plasminogen activation (such as epsilon-aminocaproic acid
and tranexamic acid), prostaglandin E2, and the new immuno-
suppressive agent cyclosporin A. All of these agents have been
found to have a protective effect in acute experimental allergic
encephalomyelitis, prostaglandin E2 and cyclosporin A being
the most effective. An uncontrolled short-term trial of epsilon-
aminocaproic acid in multiple sclerosis which was carried out
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