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and of chemical pathologists, immunologists, and members
of the British Association of Paediatric Surgeons, the British
Urological Society, and the British Paediatric Association.
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Worries in Academe
The public gets what it will pay for. Few people would deny
the general truth of this principle, which "Professor Donners"
expounds at p. 342 in the last ofour presenit series of "Unheard
Voices" devoted to doctors working in academic units.' Yet
both he and the five other doctors have shown that in fact the
public is getting far more than its money's-worth; most
academic departments have coped with rapid expansions of
student intake, new curricula and teaching methods, and
considerable increases in postgraduate teaching without a
corresponding increase in staff. Since there is little sign that
these developments are slowing down one might ask how
much longer this academic good-will can last. Is there really
a crisis in academic departments? And if so how should it be
treated?
Not surprisingly, there were almost as many answers

to these questions as there were doctors asked. Nobody will
be surprised also that they often reflected the status and
location of the indivicfual. The Oxbridge physiologist and the
professor of surgery had fewer doubts about their academic
careers than the lecturer in medicine, who was worried about
his future prospects, or the clinical scientist, who was frus-
trated by shortage of funds for equipment and technical staff.
Hence the first conclusion is that the satisfaction and pleasure
that academics get from their work lets them tolerate real
grievances and irritations, but that in some units at least the
balance is precariously poised.
Undoubtedly the field in which the often-abused word

"crisis" will soonest become reality is in preclinical teaching.
Significantly, Dr. Barnby (the anatomist), who was evidently
a lecturer with promise but has now left the subject, painted
a gloomy picture of the future-few new recruits and many
vacancies for more senior posts, several of which are already
unfilled. At present without the help of surgeons in training
the service would break down. Barnby's solution was to
improve pay and promotion, by abolishing the differential
between preclinical and clinical teachers' salaries and by
having a better career structure. Hence the second conclusion
is, as Barnby pointed out, that unless something is done
urgently the end of the full-time medically qualified anatomy
teacher seems inevitable.
One justification often advanced for the lower salary scales

of non-clinical teachers is that doctors working alongside
non-medically qualified colleagues would be embarrassed by
a salary differential. In fact, however, considerable hidden
differentials already exist in the university.2 In 1968-9 the
average university teacher supplemented his basic salary by
almost 10%. Nevertheless, the range of these supplementary
earnings was wide, with social studies at the top with a mean

of £450, and medicine at the bottom with £203. At the level
of professor the mean supplementary earnings in social
studies were £1,195, in applied science £983, and in pure
science £653; the corresponding figure in medicine was £441.
Although as a whole medical teachers are on a higher formal
salary scale, their relative lack of outside earnings means that
up until the age of 35 they earn less than those in social studies
or pure and applied science, and that they do not reach parity
until the age of 45.2 Hence there is little justification for any
argument based on the invidiousness of differentials.
The recent contraction ofacademic posts and research grants

overseas now means that emigration as a solution has lost
many of its attractions, as several doctors in this series
commented. Even so, our academics will not necessarily
be willing to spend all their lives in their medical schools. As
their work gets heavier and their rewards relatively fewer
posts in the National Health Service will inevitably become
increasingly attractive, in terms of both pay and conditi'ons.
The Todd report envisaged an intake of over 3,000 medical
students by the mid-70s. If present standards of medical
education are to be maintained a career in academic medicine
must attract the best of each generation of doctors. Parsimony
by the Government could cause damage to the morale and
enthusiasm among medical teachers that could start a down-
ward spiral of quality almost impossible to reverse.
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Prophylaxis of Venous
Thrombosis

No one can doubt the urgent need to develop methods to
prevent thrombosis in the deep veins of the leg, and no one
can yet offer a practical solution. Modern diagnostic methods,'
especially phlebography and the 125I-labelled fibrinogen test,
have disclosed something of the natural history of such
thrombi. The high incidence found after major surgery,
around 35% of all patients, is matched by that found after
recent myocardial infarction.2 Half the patients show no
clinical evidence of the thrombosis. Many of the thrombi
form on the operating table. Many thrombi found in the deep
calf veins dissolve spontaneously, but those in the popliteal
or femoral veins carry a great risk of pulmonary embolism.3
This new information assists in planning schemes of pro-
phylaxis and treatment but gives no guide to the management
of the individual case if diagnosis has to be based on clinical
signs alone. The recent simplification ofthe labelled fibrinogen
test4 has extended its scope, but it is impracticable to screen
every patient at risk. Controlled trials using this objective
method may, however, point to effective preventive measures.
The design of suitable trials, with many references to the

earlier clinical studies, has been discussed recently by F. S. A.
Doran and his colleagues.5 It is generally accepted that
thrombi may be present without clinical signs. Equally
important is the number of occasions on which clinical
evidence of a thrombus is not supported by objective methods.
Such false positive clinical diagnoses have been found in up
to 28% of the patients examined in this way.68 Even the
accepted methods of prophylaxis must therefore be reviewed
with modern techniques if any conclusions are to be drawn
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