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hospital wards, which at least provided the basic minimum
shelter and life support, goes on, leaving nothing in their
place."
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Operation baby lift
Large capacity jumbo-jets have made it possible for vulnerable
groups such as infants to be evacuated rapidly and efficiently
from disaster areas. Some practical lessons may be learnt from
an American experience' when 1600 Vietnamese orphans,
many aged under 6 months and at least half requiring medical
attention and potentially infectious, arrived in San Francisco
within one week.

First of all there must be a single, organised group ready to
assume full responsibility for the planning and mobilisation
of resources at short notice. In San Francisco it was found that
doctors fulfilled this function because of their familiarity with
the requirements and structure of medical care and their com-
mitment to child health. In Britain paediatricians should
probably form the core of such a planning group; and the
subject might well be considered by the British Paediatric
Association.
The planning group must be psychologically prepared to

adopt the somewhat stark triage or sorting out procedures, in
which priorities have to be defined to fit available resources.
It should have in readiness a sufficient store of paediatric
supplies (listed in the American article); current lists of
accommodation, hospital cots or beds, and staff available at
short notice; and the names of "contact individuals" in both
government and voluntary agencies-who can help with
transport, documentation, food supplies, nursing, sanitation,
security, foster care, and adoption.
Today all large cities with a major airport should have plans

for the reception of a planeload of infants. Up to half of them
might need medical care and barrier nursing and all would need
feeding, mothering, and quarantining for up to a month. Ideally
accommodation should be found within a single area for up to
1000 within a short distance of the airport. The increasing
emphasis on home care of infants in Britain has probably
released a number of long stay or convalescent hospitals which
could be earmarked for this purpose. It might still be possible
to maintain one or two of the units opened for the Asian
immigrants from Uganda.
There is an enormous scope for volunteers in an emergency

of this kind-no fewer than 3200 of all types were used in the
San Francisco operation-but they need to be organised and
their roles defined. The plans should, however, envisage their
phasing out as soon as possible, for the American experience
underlined the falling off that occurs in volunteer effort if
demands on their time are prolonged: inevitably interest wanes
and other demands are made on individuals' time.
The last step is the absorption of the infants into the com-

munity. Faced with a large-scale influx adoption and fostering

agencies would be stretched to their limits, but this makes it
all the more important that they should be included in the
plans for such an infant deluge. It might be possible to have a
panel of foster homes which had agreed in such an eventuality
that they would be prepared to take in orphaned infants and
children.

I Stalcup, S A, et al, New England Journal of Medicine, 1975, 293, 691.
2 Shattock, F M, Lancet, 1970, 1, 461.

Doctor abroad?
As Mr Enoch Powell makes the headlines again with comments
about immigration statistics, doctors will remember the
vehemence of his denials when Minister of Health that medical
migration was a source for anxiety.' Then, as now, the great
difficulty was the collection of reliable data: for in a democratic
society there is no obligation on an individual leaving the
country to say why, for how long, and whether or not he
intends to return-if indeed he knows himself. Yet some
estimate of the likely movements of doctors into and out of
Britain is essential for any planning of the future staffing of
the NHS, and this was one of the subjects discussed at the
third session of the BMJ conference on medical manpower
(see p 134).
Without doubt there will be a greater exchange of doctors

within the EEC as a result of the directives on mutual recog-
nition of medical qualifications. One crucial ruling may be the
legal obligation laid on each member state to ensure that any
medical migrant becomes competent in the new language
he will have to use. Britain is firmly at the bottom of the league
table of European medical salaries, and the gap is so wide that
there is virtually no prospect of it being closed in the fore-
seeable future. How many British doctors decide to try their
luck in Europe depends on imponderable factors such as
morale in the NHS, the quality oflife in our society, educational
opportunities, and future trends in income tax: no estimate
can be better than a guess.

In contrast, there can be a fair certainty that fewer doctors
will come to Britain from Asia, Africa, and the Middle East.
The TRAB tests have abolished the role of Britain as a staging
post for would-be migrants to the USA who had failed the
ECFMG; and more important, many Asian and African
countries are now building their own systems of postgraduate
training, better suited to the problems of the third world.
Medical graduates seeking specialist training will still come,
but the "pairs of hands" are likely to disappear. These trends
should not have come as a surprise to Health Service planners,
for the winds of change have been blowing for several years.
Nor are they the only factors to be taken into account when
plans are prepared for the future staffing needs and resources
of the NHS. In our previous two issues2 3 we have discussed
the disparity between the output of graduates from our medical
schools and the numbers required to provide hospital junior
staff for the NHS and the increasing proportion of women
graduates, many ofwhom will want to train and work part time
for at least some of their professional careers.

In the words of Mr Rudolph Klein, the current NHS
manpower policies "were devised for a great imperialist power
and not for Europe's poorest offshore island constantly sinking
into genteel poverty." So far we seem to have been reluctant
to contemplate any radical change in that system. A combina-
tion of inertia and conservatism within the medical profession
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and lack of imagination at the Department of Health has
restricted change to minor shifts in the proportions of senior
and junior hospital staff and has maintained the status quo
in general practice. Unpleasant, unpopular decisions have
been avoided simply because migrant doctors and recent
graduates have been available to plug the worst gaps in the
service.

Given the constraints of the economic climate, there are
only two possibilities for the future. If current policies and
the present staffing structure of the NHS remain unchanged
standards will undoubtedly continue to decline, morale will
stay low, and we shall find that much of the NHS has become
a second-class service with second-rate doctors. Already too
few ofthe best recent graduates are embarking on postgraduate
training programmes in Britain.4 A point ofno return may soon
be reached in some universities when the quality of the
training offered begins to decline with the dearth of top-
quality trainees.
The other possibility requires recognition that, more than

any other profession, medicine has to compete with every
other country for talent. We cannot hope to retain first-rate
doctors in Britain unless they are recognised as such and paid
as a highly trained elite. Necessarily that means fewer doctors,
doing only the sort of work that cannot be done just as well or
better by someone else with a shorter training and lower salary
expectations. Ancillaries and technicians must be given a greater
role in the clinical services provided by the NHS, freeing
doctors for demanding tasks requiring proper medical skills.
Such a change would mean revising our attitudes, and not just
in our medical schools: established clinicians may need to
retrain to acquire new skills if some of their present work is to
be handed over to non-medical staff. Perhaps the task of
reshaping the Health Service to the needs and constraints of
the 1980s will be left to the Royal Commission: but by then it
may be too late. While any commission is sitting all proposals
for reform tend to be shelved, so that unless this one is activated
fast and asked to report quickly, it could delay change danger-
ously long. The problems are clear enough; there are possible
solutions, but they need to be worked out soon if they are to be
effective.

1 British Medical Journal, 1964, 2, 1.
2 British Medical journal, 1976, 1, 1.
3 British Medical Journal, 1976, 1, 56.
4 Smith, R, The Times, 9 October 1975.

Cure for the corn?
The corn is a hard and compact accumulation of the horny
layers of the skin over a bony prominence of the foot. It is
a common consequence of persistent frictional injury in men
(or particularly women) who wear shoes. Corns are especially
frequent in elderly individuals, in whom they often cause pain
or difficulty in walking if they are not treated adequately.
Doctors working with the elderly are often concerned at the
general inadequacy of NHS chiropody services, though they
see little prospect of early improvements.
The usual management of the corn is palliative, whether

undertaken by a chiropodist or by the sufferer himself, and
consists of either paring and padding to reduce further
frictional trauma or using keratolytic paints or plasters.
There has been little medical interest-as may be judged by the
scanty cover of the subject in dermatology or geriatric text-

books. Nevertheless, orthopaedic surgeons occasionally excise
the underlying bony prominence in persistent and particularly
troublesome corns, and this leads to cure in most cases.1
Balkin2 has recently suggested an attractive alternative ap-
proach to radical treatment: to inject a cushion of a fluid sili-
cone between the corn and the underlying bony prominence.
This simple and non-disabling technique was free from
complications and led to cure of the corn in two-thirds of
cases and improvement in most of the remainder.

Further evaluation of this simple and potentially radical
treatment appears to be warranted, for it might offer better
relief to patients and reduce the load on overstretched
chiropody services which continued palliative management
imposes. Doctors might usefully take more interest in this
common yet neglected problem.

Du Vries' Surgery of the Foot, ed V T Inman. 3rd ed St Louis, Mosby,
1973.

2 Balkin, S W, Archives of Dermatology, 1975, 111, 1143.

Thyroid cancer
Thyroid cancer is not a single disease but a group of conditions
with different histological features, and understanding the
clinicopathological interrelations is essential before planning
treatment. At a recent symposium' the excellent long-term
survival in the differentiated tumours contrasted with the poor
results in anaplastic cases; clearly, however, management
would be improved if diagnosis and treatment were co-
ordinated on a regional basis.
Many of the problems seen in the treatment of thyroid

cancer stem from the clinician's failure to make an accurate
diagnosis. A firm or hard mass with or without lymph node
enlargement is highly suggestive of cancer, and should be
classified2 into one of three categories: obviously benign,
cancer suspected, or cancer probable. Isotope scanning, needle
aspiration cytology, and screening for thyroid autoantibodies are
of little help in diagnosis, but the presence of microcalcification
in a soft-tissue x-ray film of the gland is pathognomonic.
About 60% of all thyroid cancers are papillary tumours.

This is the type that affects children and young women, but
in older patients it becomes more aggressive and the survival
time is low. Papillary tumours often present as cervical
lymphadenopathy without an obvious mass in the thyroid
gland, but there may be simply a firm goitre with no apparent
extension to the lymph nodes. When the clinical diagnosis is
suspected-either by the presence of an enlarged, often
fluctuant node or a firm or hard mass in the thyroid gland-
the neck should be explored and the node removed for imme-
diate histological examination.

Authorities are not yet agreed on the ideal surgical treatment
at this stage. Most centres advise a near total excision, pre-
serving the parathyroids3-5; Crile6 advocates conservative
surgery; whereas Clark7 and Marshetta8 recommend routine
total thyroidectomy because of the high incidence of microfoci
of tumour in the "normal" lobe. The treatment of the lymph
nodes is also in dispute. The number affected does not in-
fluence the survival time but the tumour will recur locally if
they are not removed. Every attempt should be made at the
initial operation to carry out a modified neck dissection "en
bloc," with the thyroid gland and the nodes in continuity. The
survival time is related to the patient's age and the stage of
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