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ment of Health to make an unequivocal
statement saying that they are aware that
patients' needs at all times must be the first
priority for any manpower committee, and
also that Britain will continue to maintain
its excellent tradition as a postgraduate train-
ing centre.-I am, etc.,

JOHN SHIPMAN
Lister Hospital,
Hitchin, Herts

Career Structure for Junior Medical Staff

SIR,-While the various committees and
medical bodies argue and discuss the con-
flicting requirements of hospital staffing there
is an immediate hiatus which is failing to be
filled that would help the junior doctors and
the needs of the hospitals.
At present a new jargon word has been

introduced-namely, "service" needs of the
hospital, by which is meant the essential
needs for the caring of patients. This is said
to conflict with the career structure pro-
posed in the Todd' and other reports for
the junior medical staff. How long this
argument about the conflict will go on,
I wonder, as it has now gone on several
years. Meanwhile, there seems to be a stale-
mate about the appointments of junior staff.

I am constantly being asked by young
house officers who have just finished their
pre-registra,tion period what good post in
general medicine or surgery they can now
obtain. There are very few, as the majority
of S.H.O. posts are in some specialty which
at this early stage the junior doctor does
not yet know that he necessarily wishes to

pursue. A lot of other posts are a mixture
of specialties, but there are very few indeed
in general medicine or surgery with some
specialty attached, which is what is really
needed both by the applicant and by the
sorely pressed hospitals who require junior
medical staff with more experience than pre-
registration house officers, and yet are grossly
restricted in their registrar establishment.

I would therefore suggest that without
more ado far more S.H.O. posts are im-
mediately made available in general medicine
and surgery associated with some specialized
work.-I am, etc.,

P. J. W. MILLS
Lister Hospital,
Hitchin, Herts

1 Royal Commission on Medical Education, 1965-
68, Report, Cmnd. 3569. London, H.M.S.O.,
1968.

Fees for Sight Testing

SIR,-Dr. V. B. Purvis (29 January, p. 315)
correctly stated that an ophthalmic optician
now receives 5p more than an ophthalmic
medical practitioner for giving a sight test
under the general ophthalmic services. He
was also correct in saying that the terms of
service of both are identical. That is only
part of the story.
My Whitley Council colleagues and I

were disappointed that ophthalmic medical
practitioners did not have their sight test
remuneration increased when other medical
remuneration was last raised. We would
support Dr. Purvis if he attacked that
situation, but I fear that his case will suffer

badly if he seeks to compare his ophthalmic
medical practitioners remuneration with that
of an ophthalmic optician.
From information given in the report of

the Review Body, it appears that the re-
muneration element of an ophthalinic medical
practitioner sight-testing fee is based upon
a notional full-time salary of £4,300 or
thereabouts. Now with this latest increase,
the notional salary element of an ophthalmic
optician sight-testing fee has been raised to
precisely £2,279. Owing to the complex
nature of the fee structure, and the difference
in the Penman timings, I can only guess at
the net remuneration element in each sight-
test fee, but it is probably 75p (or less)
for the ophthalmic optician against £1-10 for
the ophthalmic medical practitioner. It is
the higher practice expense element in the
ophthalmic optician fee which, although
undervalued, produces such a misleading
result.

I would respectfully suggest to Dr. Purvis
that, in terms of take-home pay, the gross fee
is irrelevant, and that it is the net return that
matters to the individual. At least we can
agree on one point-namely, that both sight
test fees are sadly depressed.-I am, etc.,

R. T. PINE
Staff Side Secretary, Committee C,
Optical Functional Whitley Council

London W.1

1 Ministry of Health. Department of Health for
Scotland. Report of the Workine Partv on the
Averaee Time Taken to Test Sight by
Ophthalmic Medical Practitioners under the
Supflementary Ophthalmic Services of the
National Health Service in England, Wales
and Scotland. London, H.M.S.O., 1950.

Points from Letters

Gamma Benzene Hexachloride as a Scabicide

Mr. W. K. PRESTWICH (Meanwood Park Hospi-
tal, Leeds) writes: It was interesting to learn
of the effectiveness and safety of gamma ben-
zene hexachloride lotion 1% for the treatment
of scabies, as described by Dr. B. H. E. James
(15 January, p. 178). There have been reports
that this condition has not responded to treat-
ment. Could it be that gamma benzene hexa-
chloride application has sometimes been pre-
scribed and an emulsion complying with the
B.P.C. formula given in the British National
Formulary has been applied? This preparation
contains only 0 1% w/w of the active in-
gredient, which is apparently adequate for the
treatment of head lice....

Side Effects of Phenothiazines
Dr. J. SNOWDON (Bethlem Royal and Maudsley
Hospitals, London S.E.5) writes: I was inter-
ested to read the report concerning acute extra-
pyramidal symptoms after a single dose of
perphenazine (22 January, p. 246). . . . The
report serves to emphasize that commoner con-
ditions are commoner, especially in an emer-
gency department, a fact that is often learned
only by experience. In Australian teaching hos-
pitals there is rotation of residents around the
various departments every few weeks, and
there would then be a new group of doctors
looking after the emergency room. Every few
weeks, the distinguished honorary neurologist
at Royal North Shore Hospital in Sydney re-
ceives a telephone call from an excited junior
doctor who wants his advice about a case of
tetanus, just arrived in emergency. The neuro-
logist immediately and politely inquires how
long the patient has been vomiting-and what

colour tablets the local doctor prescribed? Per-
haps I exaggerate a little, but this certainly
happened several times during 1969 and 1970
while I was working there; each time, the
reaction, which had developed after a small
dose of a phenothiazine used as an antiemetic,
was relieved by intravenous benztropine
methanesulphonate.

Dr. M. S. VARIEND (Royal Hospital, Wolver-
hampton) writes: . . . A 10-year-old boy was
recently seen in our casualty department with
a provisional diagnosis of dislocated jaw.
Radiological examination failed to show bony
abnormality and an alternative diagnosis of
hysteria was tendered. It was then disclosed
that he had been on a three day course of
thiethylperazine (Torecan) for vomiting asso-
ciated with acute tonsillitis. Soon after admis-
sion he developed a series of opisthotonic
spasms accompanied by marked inspiratory
stridor. This was rapidly controlled with
phenobarbitone and a short course of this drug
ensured an early discharge. In view of the
satisfactory outcome, benztropine was not con-
sidered necessary.

Puffs per Aerosol
Dr. C. BORODA and Dr. R. B. MILLER (Medi-
cal Research Department, Napp Laboratories
Ltd., Watford, Herts) write: We read with in-
terest the letter from Dr. R. J. Davies and
others (15 January, p. 177) relat;ng to the
number of doses contained in various aerosols.
A component common to all four aerosols
mentioned is the metal cannister, the contents
of which cannot be seen by the patient. The
result is that the patient resorts to shaking

and testing the aerosol for reassurance by re-
leasing the valve. The apparent shortfall in
aerosol contents may therefore be due to wast-
age rather than abuse. We would suggest that
a see-through, plastic-coated glass container has
the merit of making it readily apparent to the
doctor how much medication the patient has
used and also reassures the patient that
sufficient is there for his needs should bron-
chospasm occur....

Questionnaires
Dr. C. H. NEVILLE-SMITH (Fairfield Hospital,
York) writes: A few days ago I received yet
another questionnaire, inquiring into the work
at the psychiatric unit for children at this hos-
pital. The form ran into five pages. This par-
ticular form came from the University of
Manchester, but it is only fair to say that it
was neither much better nor much worse than
other forms that have arrived uninvited in the
past. Like many other such questionnaires, it
was poorly drafted and the introductory letter
gave only a vague idea of the objects of the
inquiry. I do not know who is responsible for
this piece of research; the man did not feel it
necessary to give his name, let alone sign it....
I would suggest, as basic guidelines, that we
complete long questionnaires only if the ob-
jects of the inquiry are lucidly set out; those
completing the questionnaire are promised at
least a summary of the researcher's results;
it is made clear who is responsible for the
inquiry. As a matter of elementary courtesy, I
should expect him to sign the request, and
enclose a stamped, addressed envelope. I be-
lieve that if medical men insisted on a partner-
ship basis in such research schemes serious
research would benefit.
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