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Surgeon in Nepal

SIR,-Any of us who begrudge paying so
much in taxation should re-read the Personal
View on Nepal (13 March, p. 606). In 1960
the British Government established a British
Military Hospital in Dharan, a town a day's
trek south of the little village of Dankhutta,
where the British-Nepal Medical Trust has
set up a tuberculosis clinic. For over ten
years now, the hospital and patients have
fought a courageous battle against disaster
and disease.' The Gurkhas are indeed truly
grateful to the British taxpayer.

It was Chainpur, where Mark Howarth
delivered the drugs, that a Himalayan black
bear once held the whole village in terror,
and where the local policeman had to be
carried for five days through the mountains
to Dharan, his face having been destroyed
by the bear. Our biggest problems were the
witch doctors and local folklore, for only
after both had been tried unsuccessfully
would the patients come to the hospital.
Mark Howarth might be relieved to know
that there is a certain black stone found
only in the bed of the Arun, which, when
rubbed on an open wound, will result in
perfect union within 24 hours, or so my
Nepalese friends assured me. The alterna-
tive is the peacock, whose flesh incidentally
is delicious, being similar to pheasant. The
feathers must first be burnt and then rubbed
into the bleeding wound where they act as
an excellant haemostatic agent.

Illegal poaching resulted in the admission
of many patients like Dalbahadur (in-
cidentally bahadur means warrior). One of
the cruellest traps are explosives wrapped in
a sweet bait, which are placed on the runs
of the wild boar. The animal swallows the
bait with the ghastly consequence. Sadly
children have also sampled this sweet and
treacherous killer.
The greatest good anyone can do for the

health of the Nepalese is prophylactic
medicine. The B.C.G. is the most important
as there must be many hundreds of thou-
sands of tuberculosis victims among the 11
million population of Nepal. The whole
family sleep in the same room, the only
room of the house. There are no windows,
not only because of the intense cold in
winter, but because it is imperative to retain
the wood smoke from the central fire in the
room to protect the timbers from being
destroyed by insects. Without any ventila-
tion, these buildings are an ideal media for
"galloping" consumption. The saddest name
the Nepalese have for tuberculosis is Rai
Banshi Rog, royal family disease, or King's
disease, as only a King, or at least a very
rich person, can afford to be treated in
Nepal. The rest have to resort to the witch
doctors and their cure for tuberculosis-the
meat of the jackal.-I am, etc.,

PErER PITT
Chase Farm Hospital,
Enfield, Middx
I Pitt, P., Surgeon in Nepal, London, John Murray,

1970.

Keeping on the "Medical Register"

SIR,-Until May 1970, the name of a regis-
tered doctor remained on the British
Register till death unless the doctor's name
was removed at his/her request, or because
he/she failed to reply to a G.M.C. request
for the current address, or for disciplinary
reasons. Broadly speaking, to have one's

name removed from the Register implied
serious professional misconduct, carelessness,
or eccentricity.

I am writing to draw attention to the
new situation which has arisen since May
1970, when the G.M.C. began to charge a
fee to keep a doctor's name on the Register.
The names of some doctors are now being
removed from the Register because they
have decided not to pay the fee. It is neces-
sary for these persons to be fully aware of
the consequences of being unregistered.
Some have been qualified for several years
and are widely known to be medically quali-
fied. In spite of this, if their names do not
appear in the Register, they would be un-
wise to describe themselves as doctor even
if they hold a doctorate, as this might be
interpreted as contravening section 31 of
the Medical Act 1956 ("Penalty for pretend-
ing to be registered.") For instance, J.P.'s
and others who may hold office, partly or
wholly, by virtue of being thought to be
doctors might find the absence of the title
"doctor" to be embarrassing and disadvant-
ageous.

Doctors not in regular medical work may
be wondering about their position. They
should appreciate that anyone doing occa-
sional locums or sessions or other forms of
intermittent medical work or regular medical
work though small in amount must be regis-
tered. Such a doctor, to qualify for assist-
ance from his defence society, must have
been an ordinary paid-up member of the
society at the time of the incident out of
which the complaint, threatened claim, or
litigation arose. Defence societies only offer
a retired life membership without subscrip-
tion to those who are genuinely retired from
active practice, even if only temporarily.
Retired life membership affords cover only
for unpredictable emergency situations
where the retired person acts, or is called
upon to act, as a doctor.
Where an unregistered person is found

to have practised medicine for gain as
though he were registered, the G.M.C. when
hn applies for the restoration of his name
to the Register will demand back-payment
of the annual retention fee for each year or
part of a year during which he so practised,
in addition to the fee for restoration. Restor-
ation to the Register does not confer restro-
sp:ctive registration, and does not confer
retrospective rights to cover as an ordinary
member of a defence society for any period
when the person concerned was a retired
life member, but if ordinary membership
had been maintained by payment of sub-
scriptions to the society during the relevant
period the defence society would doubtless
consider, on its merits, any application for
assistance.
As is more generally known, an unregis-

tered person may not sign certificates of
death or incapacity or prescribe certain
drugs. Nor should he/she sign any other
documents, witness signatures, testify, or do
anything else in the capacity of a registered
medical practitioner. As for activities such
as undertaking medical examinations, even
on a voluntary basis, for such organizations
as boy scouts, or conducting first aid classes,
or anything else which might imply that
the individual concerned was a registered
medical practitioner, he would be wise to
clarify his status for the information of the
organizers of the body for whom he was
undertaking the task. Unregistered prac-
titioners might be required to serve on a

jury. They would have no electoral rights
in a G.M.C. election.

Mailing lists for pharmaceutical firms,
postgraduate authorities, Government de-
partments, etc., are compiled from the
Medical Register. Moreover, no unregistered
person's name is knowingly included in the
Medical Directory. Unregistered persons are,
therefore, unlikely to receive informative lit-
erature, notices of medical meetings, post-
graduate courses, etc. Their names will dis-
appear from the medical scene.

Finally, it is possible that those of us who
become unregistered in this way-for
example, non-payment of the G.M.C. annual
retention fee, and who therefore discontinue
the use of the prefix "doctor" may well in
ignorance be assumed by members of the
public to have had their names erased from
the Medical Register for disciplinary reasons.
Before removing their names from the
Register doctors would be well advised to
study the disabilities which may follow such
action.-I am, etc.,

JEAN LAWRIE
Honorary Secretary,

London W.C.1
Medical Women's Federation

Confidential Information
SIR,-The G.M.C.'s decision in the case of
Dr. Robert Browne (Supplement, 20 March,
p. 79) appears to draw a distinction between
information which a doctor obtains directly
from his patient and information which he
receives unsolicited from other sources. Doc-
tors apparently need no longer regard as
confidential any information obtained from
organizations such as the Family Planning
Association or the Institute of Directors'
Medical Centre as well as knowledge about
patients which comes from such sources as
hospital departments (of venereal disease, for
example), solicitors, mental welfare officers,
health visitors, and other members of the
community health care team. The G.M.C.'s
decision strikes at the very root of the doctor-
patient relationship and introduces a very
dangerous new ethical principle. We hope
that the Association's Ethical Committee will
make an immediate clear pronouncement
deploring the G.M.C.'s decision and support-
ing the maintenance of the principle of
confidentiality between patient and doctor.-
We are, etc.,

JOHN WOODALL
0. WOOTON
E. TUCKMAN

J. D. PAULETT
YVONNE GRIFFITHS

M. E. ROBERTS
J. PEMBERTON (District Midwife)

D. C. WRIGHT (Mental Welfare Officer)
M. R. WHALEY (Health Visitor)

G. GREEN (District Nurse)
St. Paul's Cray,
Kent

Keratodermia Blennorrhagica
in Reiter's Disease

SIR,-The case of keratodermia blennor-
rhagica in a woman with Reiter's disease (19
December, p. 723) illustrates the difficulty
that may arise in differentiating this condi-
tion from arthropathic psoriasis.
The patient subsequently came under my

care on 15 July 1970, three months after
discharge from the Westminster Hospital.
Prednisone had been discontinued two weeks
previously, but relapse had occurred several
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weeks before this. She was ill, with pyrexia
of 101'F (38 5°C) and arthritis involving
the hands, wrists, feet, the left knee, right
elbow, and the hips. There were widespread
skin lesions. Hyperkeratotic and pustular
rash covered the toes, with marked nail
involvement. Similar lesions were on the
heels. There were psoriasiform patches on
the palms and there were also nail changes
on some fingers, the affected nails occurring
where there was maximal joint involvement
of the fingers. Discrete psoriasiform patches
were present in the scalp and on the trunk
and limbs. Subsequently, she developed
guttate psoriatic lesions on the trunk and
rupoid psoriasiform plaques on the limbs.
There was no involvement of the urethra,
cervix, conjunctivae, or buccal mucous mem-
brane.

Investigations showed E.S.R. (Westergren)
100-130 mm/1 hr., W.B.C. 9,700, (poly-
morphs 83%, lymphocytes 13 %). Blood
cultures, R.A. test, and L.E. tests, were
negative. X-ray of os calcis and iliosacral
joints did not show abnormality. Over a
long period, her general condition gradually
improved. A.C.T.H. injections appear to
have had a good effect. She now has mini-
mal joint involvement and minimal skin
lesions.

Without knowledge of the transient
urethritis, cervicitis, and buccal lesions early
in the disease, I would have accepted this
as a case of arthropathic psoriasis.-I am, etc.,

RODERICK HOWELL
Swansea, Glam.

Restless Legs and Latent Diabetes

SIR,-The leading article on "restless legs"
(26 December, p. 758) and two original
articles in the same issue need further
comment with regard to the strikingly high
incidence of this syndrome in cases of
diabetes mellitus. Notable are the cases in
which restless legs preceded the onset of
diabetes. The actual number of diabetics
who suffer from restless legs might be higher
if one looks for the possibility of latent
diabetes mellitus. In their interesting paper,
Dr. N. K. Banerji and L. J. Hurwitz (p. 774)
do not mention whether a glucose tolerance
test was performed on the non-diabetics in
their series. On the other hand, Dr. J. D.
Spillane (p. 796) does not report his observa-
tions with regard to this metabolic
abnormality; he states only that the neuro-
logical examinations were negative. However,
as in cases of diabetic nephropathy or retino-
pathy, there does not necessarily have to be
an intimate correlation between the restless
legs syndrome and diabetes.

I have seen two patients with rather
severe "restless legs," in whom a diabetic
glucose tolerance test curve was found. One
patient also had a moderate hypercalciuria
and a mildly elevated urinary excretion of
acid mucopolysaccharides.1 All laboratory
tests on the second patient were normal. The
common abnormal physical findings in both
was a reduction of vibration sense in the legs.
This was regarded as a possible early sign
of diabetic neuropathy. Both patients were
treated symptomatically with a low carbo-
hydrate diet, thiamine (200 mg/day), and a
sedative (dichlorphenazone). Both showed a
marked improvement. The first patient, who
was followed for over a year, was able to
decrease the amounts of both drugs gradually,
without any significant reappearance of the
previous complaints.

The possibility of restless legs heralding a
(latent) diabetes mellitus and being an early
expression of a diabetic neuropathy should
be kept in mind.-I am, etc.,

I. MACHTEY
Hasharon Hospital,
Petah-Tiqva, Israel
1 Machtey, I., Harefuah, 1969, 77, 468.

Uneasy Relations
SIR,-Dr. A. Paton's charmingly written
Personal View (6 March, p. 554) reveals an
attitude of mind which is common among
those physicians who regard themselves as
the only real doctors working in the hospital
service.

Surgeons fail to meet his exacting require-
ments as they feel they must operate or
prescribe the latest drugs. Radiologists and
bacteriologists are well-meaning non-
clinicians with insufficient knowledge of the
patient. Anaesthetists are notorious expan-
ders of empire.
To avoid the inevitable demarcation dis-

putes surrounding patient care in a large
hospital, Dr. Paton modestly proposes that
all specialists should be subordinated to
general physicians. If specialized medical
knowledge is of such little value, would it
not be more logical to subordinate us all to
general practitioners or, better still, to
medical social workers?-I am, etc.,

JAMES McIvoR
Hillingdon Hospital,
Uxbridge, Middlesex

SIR,-I would like to add my humble
dissent to the many that you must surely
receive following Dr. A. Paton's Personal
View (6 March, p. 554).

His reference to anaesthetists is an insult
to my colleagues in the specialty and, far
worse, it is untrue. Anaesthetists are medical
practitioners, in addition to being "first
class respiratory technicians"; they are quite
capable of discussing prognosis with relatives
and treating renal failure. The reason they
do not normally practise this is probably on
account of the ethics and etiquette that
Dr. Paton sometimes finds lacking in med-
ical practice.
The hazards of anaethesia are no less,

and often greater, than those of surgery.
The pre and post operative intimacy of the
anaethetist with the patient must therefore
be in the best interest of the patient, which
Dr. Paton is so concerned about. His ques-
tion "when do they have time to give
anaesthetics?" ought really to be "when do
they find time to see the patients they
anaesthetize?"

Specialization has come to stay and the
trend will continue in the years to come.
If we can work together, with the welfare
of the patient and his relatives foremost
in our minds at all times, Dr. Paton will
have nothing to fear.-I am, etc.,

J. L. HANDY
Department of Anaesthetics,
Freedom Fields,
Plymouth

SIR,-May an anaesthetist comment on part
of the egregious Personal View pro-
pounded by Dr. A. Paton of Birmingham
(6 March, p. 554)? If the seventh paragraph
of my Personal View ran:

"Patients suffering from chronic bonchitis
due to historical accident are frequently
treated by general physicians, notorious for
their deep grasp of theoretical considerations

and ineffectual floundering in the practical
management of these diseases. I am sure
they have high intellectual attainments but
they need reminding that most of their time
used to be spent in purging and bleeding
dehydrated and anaemic patients. I doubt if
they can really be expected to administer
intravenous injections or perform lumbar
punctures. And yet I hear that in addition
to their treatment of respiratory disease, the
giving of public health advice and medical
administration generally, they are now pre-
suming in many cases to prescribe psycho-
tropic drugs. How do they find the time to
instruct every other group of specialists, I
wonder?." I could scarcely complain if my
physician friends objected.

It should not be necessary to point that
the publication of this sort of nonsense is
likely to give offence. There are surely
enough divisive tendencies in society with-
out the gratuitous introduction to the pro-
fession of factitious interspecialty resent-
ments. I would like my imaginary paragraph
(which the saints forfend anybody take
seriously) read in parallel with that of Dr.
Paton to which I take exception: Can he
say mine is unfair?-I am, etc.,

JOHN P. CONROY
St. Lawrence's Hospital,
Dublin 7

SIR,-Dr. Paton's Personal View (6 March,
p. 554) convinces me that he is not a con-
sultant physician but a general practitioner.
I agree with everything that he says, but
would add that I have paranoid delusions
about consultant physicians taking over con-
trol of my patients.

I am glad that he used inverted commas
when referring to "his" patients.-I am, etc.,

A. J. EARL
Barrow-upon-Soar
near Loughborough,
Leics.

Incontinence
SIR,-The letters (23 January, p. 229) com-
menting on Mr. K. E. D. Shuttleworth's
article (19 December, p. 727) draw attention
to the importance of physiotherapy in the
treatment of stress incontinence.

Since 1965 the Sphincter Research Unit
at Exeter, financed by the Medical Research
Council, has been investigating the exten-
sion of this treatment by electronic stimula-
tion. I would like to stress three points.

Firstly, I have been surprised at the num-
ber of cases referred from centres all over
the country and elsewhere who have been
"cured" simply by conscientious manage-
ment.

Secondly, the very high proportion of
patients who have been told that there was
no treatment for incontinence and had
suffered from this condition for years.

Thirdly, the surprising number who
attend with a diagnosis of "incontinence"
but without the primary cause being diag-
nosed.

I agree with your correspondents that
much more publicity should be given to the
possibility of cure in all these cases; to the
medical and paramedical personnel, as well
as to the public. Where possible cases
should be referred to centres such as the
one at Exeter or the Institute of Urology
which are fully equipped to screen these
cases, and proceed to treat them with what-
ever method is applicable, including the use
of electronics. I would stress that the
electronic treatments are an extension of
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