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here Bertelsen advises early thoracotomy. Recent perfora-
tions can be sutured, but resection may have to be per-
formed when there are pathological changes-particularly
a carcinoma. In late cases suturing may be impossible and
adequate thoracic drainage should be instituted. In such
cases a gastrostomy or jejunostomy may be helpful for
feeding.

It is encouraging that the introduction of modern, malle-
able fibre-optic endoscopes has been accompanied by a fall
in the incidence of oesophageal injuries. However, even the
most skilled endoscopist using the latest apparatus must
still be ever awake to the risk of oesophageal damage.
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Dissolving Gall Stones
Cholesterol in bile is held in micellar solution by the
detergent action of phospholipids and bile salts. Lithogenic
bile is saturated or supersaturated with cholesterol, which
is in excess relative to the bile salts and phospholipids.1 2
Patients with cholesterol gall stones have a reduced bile salt
pool3 and therefore probably a reduced bile salt secretion.
Because phospholipid secretion in bile is controlled by the
rate of bile acid secretion,4 any reduction in bile salt secre-
tion will diminish the phospholipid content of bile.

Cholestyramine, a strongly basic anion exchange resin,
dissolves cholesterol gall stones in the hamster,5 but unfor-
tunately it is ineffectual in man. Though it increases the ratio
of cholic to chenodeoxycholic acid in the bile it does not
change the ratio of phospholipids and bile salts to
cholesterol.6 7 Attempts have been made to increase the
phospholipid content of bile by feeding lecithin, the major
phospholipid in human bile. Though promising results have
been reported using oral doses of 10 g soya bean lecithin
daily8 they have not been confirmed,9 10 and it is notable
that the resulting enterohepatic circulation of intact mole-
cules of dietary lecithin is insignificant.1'
One of the oldest treatments for gall stones has been bile

salts, but the results have been neither consistent nor con-
vincing. But R. G. Danzinger and his colleagues'2 recently
reported that oral administration of chenodeoxycholic acid
to seven women with gall stones caused a reduction in size
or dissolution of the stones in four. In most previous studies
bile salts have been given in the form of crude extracts of
bile containing about 70 mg of bile salts-mainly the salts
and conjugates of cholic and deoxycholic acids. Danzinger
and his colleagues gave a daily dose of 0 75-4 5 g of
chenodeoxycholic acid. Cholic acid feeding does not alter
the ratio of phospholipids plus bile salts to cholesterol in
bile and therefore does not improve its capacity to dissolve
cholesterol. Chenodeoxycholic acid, however, increases the
ratio of phospholipids plus bile salts to cholesterol in bile,
thereby enabling it to dissolve cholesterol more effectively.
Thus chenodeoxycholic acid may be used not only to treat

gall stones but also to prevent them by reducing the litho-
genic potential of the bile.'3

There is much work to be done before chenodeoxycholic
acid can be recommended for general use. The effects on
bile acid and cholesterol metalbolism need careful evaluation,
and possible toxic effects of lithocholic acid, the bacterial
degradation product of chenodeoxycholic acid, must be
considered. Nevertheless, clearly chenodeoxycholic acid is by
far the most promising agent so far for the medical treatment
of gall stones.
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Megaloblastic Anaemia and
Sudden Death
D. H. Lawson and his colleagues in Glasgow' have re-
cently drawn attention to the remarkably high mortality
in megaloblastic anaemia and the danger of sudden death
during treatment. In one hospital 15 out of 108 patients
with haematrocrit readings of less than 25% died during
admission, though the diagnosis had been made and the
standard treatment given. Search of comparable records in
other hospitals by a computer uncovered a lower but still
disquietingly high incidence of sudden death, often occur-
ring in the early days of treatment. Deaths were mainly due
to cardiovascular causes and pulmonary oedema, but several
patients already had some form of heart failure. Notably
during folic acid or vitamin B12 treatment the plasma potas-
sium concentration fell sharply by almost 10 mEq/l. on
average, and in some cases values below 2.5 mEq/l. were
recorded. Estimates of red blood cell potassium concentra-
tion before treatment showed subnormal values in many
cases, suggesting that these patients often had pre-existing
potassium deficiency.
Lawson and his colleagues compared their patients with

a group of patients with iron deficiency anaemia, and con-
cluded that megaloblastic anaemia is a much more dan-
gerous condition. This is perhaps not too surprising since
lack of iron presumably affects only the last stage of red
cell maturation, whereas in megaloblastic anaemia purine
synthesis is deranged throughout the body. For the same
severity of anaemia the patient is likely to be generally less
well than in simple iron deficiency anaemia. There are
good theoretical grounds for expecting plasma potassium
to fall during treatment, since supplying the missing haemo-
poietic factor is likely to result in the rapid production of
new cells and incorporation of normal intracellular con-
stituents.
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Witiout proof of a dangerously low plasma potassium
in some patient whose death was otherwise difficult to
explain the importance of the low plasma potassiium con-
centrations in some of these patients during treatment must
be conjectural, but a sharp fall in plasma potassium may
cause cardiac arrest and also precipitate digitalis toxicity.
A rapid fall in plasma potassium is, of course, much more
dangerous than a gradual fall and long-standing whole-
body depletion. Until the main causes of the disturbingly
high mortality during the early days of treatment of megalo-
blastic anaemia are established doctors should be aware of
the dangers; take care to monitor the potassium level before
and during treatment; be cautious in the use of transfusion,
especially in the presence of heart failure; and keep patients
in hospital until they seem free from danger of cardio-
vascular collapse.
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Reorganization and
Consultation
Given the Government's wish to launch shadow authorities
a year in advance of vesting day-1 April 1974-there has
been little enough time to settle the structure of the new
Service. So it was worrying therefore that by the end of
1971 nothing had emerged officially from the two study
groups set up by the Secretary of State to examine the de-
tails of N.H.S. reorganization in England and Wales.' After
strong prompting from the B.M.A. the Department of
Health admitted that it had authorized "field tests" based
on a document on organization (not as yet released for pub-
lication) drafted within the study group.

Sir Keith Joseph's Consultative Document on N.H.S. Re-
organization2 was noticeable for its vagueness.3 He looked
to the expert study groups proposed in it to help fill in
the detailed structure of the new Service.4 The group-
aided by management consultants-examining details of
management at district, area, and regional level was set up in
July 1971 with Sir Philip Rogers, Permanent Under Secre-
tary at the Department, in the chair of the group's steering
committee, and progress, insofar as it is known publicly,
is described at p. 51 of the Supplement.
The study group's document contains a variety of manage-

ment hypotheses, and in the field tests both officials from the
Department of Health and management consultants will dis-
cuss these with doctors and other workers in the N.H.S. in
selected areas. Such an exercise is in no sense a pilot study
and could easily give a misleading idea of the practicality
and acceptability of the various proposals. Even doctors with
considerable experience in medicopolitics admitted-in the
brief discussion which the Central Committee for Hospital
Medical Services and the General Medical Services Com-
mittee had on the proposals-that they found the document

hard going. What chance, therefore, have any of those con-
sulted in the trials of assessing the true worth of the different
management structures proposed? Furthermore, the hypo-
theses in the document, as the Government accepts, are not
necessarily the only solutions.

Despite the general consultations on -the Consultative
Document which have taken place4 and the assurances from
Sir Keith Joseph and the Department about full consulta-
tion on the study groups' conclusions before any Govern-
ment decisions are made, the profession's representatives
are in an unenviable position. The tight timetable, the pre-
sence of N.H.S. staff (appointed 'by the Secretary of State)
in the expert study, and the results of the field tests might
all be used as arguments or excuses for hustling through
plans which have been inadequately discussed.

Though the field tests have now started neither the G.M.S.
Committee nor the C.C.H.M.S. would be rushed into
making any formal observations on the management docu-
ment, deciding that the committee members must have time
to assess its wide-ranging implications. Doctors and other
health workers involved in the field testing may well wish
to do the same. Certainly their comments would ibe more
worthwhile if the Department had taken the profession into
its confidence earlier. If doctors sense that they are being
pushed into reorganization on lines predetermined by the
Department then progress towards reform could be seriously
prejudiced.
1 British MedicalJournal, 1971, 3, 439.
2 Department of Health and Social Security, National Health Service

Reorganization, Consultative Document. London, 1971.
3 British Medical3Journal, 1972, 1, 461.
4 British Medical Journal Supplement, 1971, 4, 59.

A Fair Wage
This week the miners' strike and the electricity cuts have
proved the power of organized industrial action, but unfortu-
nately the converse is also true--groups with no effective
means of pressing their wage claims stand little chance of just
treatment. One suchgroup is the remedial professions-physio-
therapists, occupational therapists, and remedial gymnasts.
Last week the Tunbridge Committee stated unequivocally'
that numbers and quality of entrants to these professions
would fall if the present rates of pay were not improved.
Doctors working in hospitals are surrounded by skilled col-
leagues, often young women, whose pay has not
benefited as has theirs from a Review Body system.
For too long advantage has been taken of the wish by many
young people to help the sick, and salaries well below those
paid in commerce have been thought adequate by the Whit-
ley Council. If, as seems likely, the training and organization
of the remedial professions is to be reorganized then doctors
should press for realistic reform of their salary structure at
the same time.

I Statement by the Committee on the Remedial Professions. London, H.M.S.O.,
1972.
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