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The exclusion of psychiatry from space medicine raises
wider issues. Can psychiatrists by the nature of their training
and experience ever be of help under such circumstances?
Or, to put it another way, what has been their contribution to
preventive medicine in this age of stress? It would appear that
the voice of mission control was psychotherapy itself, and
perhaps the psychiatrists can tell us what is so special about
psychotherapy from a doctor.

I Aldrin, E., unpublished communication, 1971.

Return to Kindersley
Like travellers returning to a once-familiar landscape the
General Medical Services Committee and the Central Com-
mittee for Hospital Medical Services explored the territory
mapped out in Sir Keith Joseph's recent letter about the new
Review Body (see Supplement, pp. 28, 30, and 33). Despite the
political earthquake which so effectively destroyed the Kinder-
sley Review Body in June last year, the new landscape was sur-
prisingly familiar. Indeed, so much seemed to be as before
that the committees were inclined to search for hidden
obstacles in the most innocent looking byways.

This was understandable-and necessary-for what hap-
pened last summer damaged doctors' confidence. In the event,
the Secretary of State's letter is a substantial advance for the
profession on the proposals which the new Government had
put to the B.M.A. at earlier meetings on the proposed review
machinery.' The letter is comprehensive, as Sir Keith wishes
to avoid misunderstandings in the future over interpretation
of the Government's intentions.
The ground rules of Pilkington are unchanged.2 The

Review Body is to be given freedom on the timing of reviews
and its sources of evidence. It can look at all the factors it
considers relevant, taking into account "movement of earnings
in other professions"-though the 11-year-old Pilkington
relativities with them are now set aside-and "the quality and
quantity of recruitment in all professions." The Government
declares its own concern about manpower, emigration trends,
and work load. The mechanics of the review will be altered.
In place of a Cabinet Office secretariat which serviced
Kindersley there will be one provided by the Office of
Manpower Economics-despite objections by the Association,
which feared it was a reincarnated P.I.B. This office will
service not only the doctors' and dentists' Review Body but
also the other two review bodies,3 and will be subordinate to
them all. There are to be separate chairmen, however, and a
minimum of cross-representation between the three bodies.
The Government and the professions will be free to reject,

and the Government to modify, the conclusions of any
particular report, but the Government regards it as impractic-
able to define in advance its own likely "compelling reasons"
for so doing. The profession feels strongly that for the Govern-
ment to interfere with the recommendations, having already
given evidence at a particular review, which must include its
views on the general economic situation, is taking a double
bite at the cherry. Whether the forthcoming Industrial
Relations Act will provide a means of holding future Govern-
ments to the Review Body's advice is not known at present,
but the B.M.A. will want to explore this possibility.4

Some junior doctors may well be unhappy about the
Government writing into this document its views about the tim-
ing of the next award for training grades. However, the Secre-
tary of State has conceded the B.M.A.'s view that the
Review Body must have complete freedom of action, with the
doctors and the Department equally free to present whatever
evidence they wish for the forthcoming review. Statistical
evidence will be agreed as before in a joint technical working
group. Both sides can then make their own interpretation.
The omission of a limit on the period between reviews will

worry some doctors. The Royal Commission left this decision
to the Review Body, but the increasingly uncertain economic
situation gives justification for more frequent reviews than
previously. There is no indication of the size or membership
of the new Review Body, but the Kindersley arrangements
make a good precedent and they commanded the profession's
confidence.
While it is too much to expect that Governments will never

play politics with the recommendations, at least the extent to
which they can do so over the timing of the announcement
should be curtailed. Some of the later reports from Kindersley
suffered long delays between presentation to the Prime
Minister and publication. Such a delay precipitated the clash
between doctors and the previous administration last year.
Obviously the Government must have time to consider any
proposals thoroughly, but agreement on a time limit in
future would lessen the scope for dispute.
The Secretary of State has not met B.M.A. requests that

the pay of public health medical officers and N.H.S. doctors'
superannuation should be included in the Review Body's
remit. But further talks are to be held, and while Sir Keith
may look forward to Health Service integration as mitigating
the public health doctors' troubles he should consider the case
for improving their plight beforehand. The Department is
also in danger of underestimating the strength of feeling in
the profession against the present superannuation scheme.
Doctors will not readily be brushed aside on this issue.
The outcome of the discussions between Sir Keith Joseph

and the B.M.A. on the Review Body is better than had been
expected. This is just as well. The economic situation has
become even more uncertain since the summer, and though
not an impregnable defence against inflation-or political
manoeuvrings-an independent Review Body affords doctors
and dentists a reasonable hope that their skills and hard work
will receive a fair reward. No country can afford less.

I British Medical Journal Supplement, 1970, 4, 40.
2 Royal Commission on Doctors' and Dentists' Remuneration, 1957-60,

Report, Cmnd. 939. London, H.M.S.O., 1960.
3 British Medical,Journal, 1970, 4, 378.
4 British Medical_Journal, 1971, 1, 126.

Central Venous Pressure
Monitoring
Monitoring the central venous pressure is widely claimed to be
of value in the assessment of requirements of intravenous
blood and fluid and in the treatment of cardiogenic and non-
cardiogenic shock. There are, however, a number of pitfalls
in its interpretation which if not appreciated are likely to
negate the value of this measurement.'
The central venous pressure represents the blood volume as

seen from the right side of the heart and is a measure of the
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filling pressure of the right ventricle. It determines to a large
extent the initial stretch of the cardiac muscle fibres and thus
the force of cardiac contraction.2 It is affected not only by
changes in blood volume but also by many other factors,
particularly changes in right ventricular function and venous
tone.3 For example a loss of less than 10% of the blood volume
in a normal person will cause no change in the central venous
pressure, presumably because of compensating changes in the
venous tone.4

Monitoring of the central venous pressure has been shown
to be of considerable value in the management of patients with
gastrointestinal bleeding.5 Transfusion to a normal central
venous pressure (+ 5 cm of water) brought the patient's blood
volume to a value within the normal range in 95% of cases,
and a rapid fall in central venous pressure to zero was found
to be an early reliable sign of rebleeding. In contrast E.
Friedman and his colleagues6 found that transfusion to a
normal central venous pressure commonly failed to correct a
large blood volume deficiency, possibly because many of their
patients were in traumatic or septic shock-a condition likely
to cause changes in both cardiac function and venous tone and
hence to obscure the relationship between the central venous
pressure and blood volume.

Again, monitoring changes in the central venous pressure in
patients receiving blood transfusion is often said to be of value
in the prevention of cardiac overloading and the development
of pulmonary oedema. This is based on the assumption that
the central venous pressure (the filling pressure of the right
heart) is closely related to the left atrial pressure (the filling
pressure of the left heart) and that a dangerous rise in left
atrial pressure will be detected by the central venous pressure.
In patients with normal cardiac function this assumption is
likely to be correct, the left atrial pressure being usually a few
mm Hg higher than the central venous pressure. However,
when cardiac function is abnormal, particularly if there is
unequal damage to the two sides of the heart, this relationship
is unlikely to hold. C. L. Sarin and his colleagues7 found that
in monitoring patients after open heart surgery for acquired
valvular disease of the heart the right atrial pressure bore no
consistant relationship to the left atrial pressure in 61% of the
patients and that there was no reliable way of deducing left
atrial pressure from the right. This is also likely to be the case
in acute myocardial infarction, a disease which predominantly
affects the left ventricle and is commonly associated with
pulmonary oedema.8 Though the measurement of left atrial
pressure in patients recovering from cardiac surgery is rela-
tively simple, in other types of patient, such as those with acute
myocardial infarction, it presents considerable difficulty.
Catheterization of the pulmonary artery by the float catheter,
on the other hand, has proved a simple and safe bedside pro-
cedure.8 It has been shown that the pulmonary arterial end-
diastolic pressure is a reasonable estimate of left atrial pressure
when the pulmonary vascular resistance is normal9 and hence
this presents a simple way of obtaining a reasonably accurate
estimate of left atrial pressure in many patients.

Recent research by L. R. Rubin and J. Bongiovi'0 on the
value of the central venous pressure in judging the fluid
requirements of burnt patients also illustrates how unreliable
it may be. They describe five burnt patients receiving fluids
intravenously at a brisk rate in whom the central venous
readings were over 15 cm of water. They considered that the
elevated central venous pressure was secondary to hyper-
volaemia of overhydration. Decreasing the rate of intra-
venously administered fluid in an attempt to lower the central
venous pressure to a normal range resulted in prompt oliguria,

which they thought to be the result ofa lowered cardiac output.
This would suggest that their patients had impairment of
cardiac function, possibly the result of toxic substances which
are thought to be produced by burns.11

Central venous pressure seems, then, to be of value only in
judging intravenous blood and fluid requirements and in pre-
venting cardiac overloading during transfusion therapy in
patients whose cardiac function is normal. Since the state of
cardiac function is often uncertain and difficult to assess,
central venous pressure measurements must never be con-
sidered in isolation but used together with estimates or
measurements of cardiac output and left atrial pressure.
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New-style Cold Abscesses
Most tuberculosis seen in Britain today is in the immigrant
population. For those doctors biought up on the old style of
British tuberculous disease some of the modes of presentation
seen in these patients may be unexpected. An example is the
presentation of apparently localized subcutaneous tuberculous
abscesses. These lesions have the typical appearance of cold
abscesses, with the absence of pain, tenderness, and signs of
inflammation. Unlike the classical cold abscesses of traditional
medical teaching, however, they do not appear to have any
deep connexion nor serious significance.
When tuberculous disease was more common than it is

today cold abscesses were taken as indicative of a deeper
caseating lesion in which liquefaction had led to the tracking
of the tuberculous pus towards the surface. Thus a psoas
abscess was found in association with tuberculous disease of
the spine or a cervical abscess in association with a caseating
lesion of the lymph nodes deep to the cervical fascia. In the
new style of tuberculous cold abscess there does not appear to
be a demonstrable deeper lesion.
Two recent reports from Bradford' and Birmingham2

(areas with a high proportion of immigrants from India and
Pakistan) have recorded a total of 48 patients who presented
with "benign" soft-tissue tuberculous abscesses. Of the 48
patients 40 were immigrants from tropical or subtropical
countries, usually India or Pakistan, 5 were immigrants from
Ireland, and only 3 natives of the United Kingdom.
The lesions in the subcutaneous tissue were overlying or

close to the chest in 19 patients but completely removed from
the chest in 29; for example in the forearm, the leg, or scalp.
Though a third of the patients had evidence of an active
pulmonary lesion, this was no more common in those with
abscesses over the chest than in those whose abscesses were
elsewhere. It seems likely, therefore, that the abscesses were
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