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Medical manpower

SIR,-The working papers by Mr J R Butler
(17 January, p 134) and Dr W J Appleyard
(p 136) for the third part of your Canterbury
conference and the related paper on medical
manpower policies by Dr J M Forsythe
(p 174) are interesting but illustrate the
difficulty of establishing now either the his-
torical or the statistical base in the early years.
Dr Appleyard uses figures which are not for
persons but for whole-time equivalents. In the
early years many part-time consultants gave
less than 9/1lths of their time to hospital
work and many senior hospital medical
officers were in general practice, giving only a
few sessions to hospital work. The number of
consultants in 1949 was about 50,, greater
than Dr Appleyard's figure-the earliest
figure I have found is 5781, including 236
dentists, in 1950. The number of SHMOs
must have been about double the figure he
uses. He also assumes that doctors born out-
side the British Isles are foreign medical
graduates, whereas about a quarter of them
are graduates of British schools and most of
these were probably born of British parents.
The total of medical assistants must also
include some recruits from the junior hospital
medical officer grade. When the number of
career places are under discussion individuals
and not "whole-time equivalents" must be
considered.

The calculations will also be affected by failure
to allow for premature retirement or death. Such
allowance was always made in the DHSS attempts
to forecast potential opportunities in different
fields of practice. Mr F S A Doran (p 137) believed

that no data were available, but this is incorrect;
his figure for the number of recruits required for
general practice is therefore far astray. The
number of admissions to executive council lists
is not now given in the DHSS annual report, but
in 1972 for England and Wales it was 1246.
Dr Appleyard cites the "initial mistake" as the

reduction in the number of senior registrars. The
senior registrar grade was being expanded rapidly
as if it were essentially a staffing grade, whereas it is
justifiable only as an advanced training grade. Too
often a senior registrar was appointed when the
real need was for an additional consultant. The
great excess of numbers was in specialties where a
continuing growth in the consultant grade was
least required-mainly in general medicine, general
surgery, and some of the smaller specialties like
neurosurgery and thoracic surgery. This excess of
trainees not merely blocked places which should
often have been made available for consultants
but also encouraged a far larger number of
graduates to seek a future in those specialties than
could ever be accommodated in them. At one stage
there were nearly 30 young men in senior registrar
posts in thoracic surgery with no prospect of more
than three or four new posts a year at consultant
level. It was at that time and at the profession's
instance that the period of a senior registrarship
was extended from the three years recommended
in the Spens Report to four.

Dr Forsythe brings out the underlying
failure to which both the NHS and the pro-
fession have contributed when he shows that
in only one year since 1966 did the percentage
increase in consultants exceed four, and in
that year there was a bonus in the large
number ofnew posts in accident and emergency
departments-57 in all. The shortage of funds
may well now impede the rate of growth which

might have been achieved six years ago if the
recommendations of the working party on the
consultant grade had been accepted, but
Mr P McNally's remarks (p 138) about the
sharing of medical work would have been in
accordance with them and must be heeded
if we are ever to secure fair treatment for
those seeking specialist careers. We talked
about "specialists" in 1948; it was a few years
later that the supposedly more prestigious
title of "consultant" became the mode.
Between 1969 and 1973 the number of con-
sultants in England increased by 1279 and
the number in grades from house officer to
senior registrar by 2743, a ratio of less than
1:2. The same total increase with Mr Doran's
ratio of 1 :1 3 would have been divided 1749
and 2273 and this could have been achieved
had the profession accepted the report in
1969.
This letter is not written in a critical spirit

but only to provide some corrective footnotes
on matters of detail which are not now readily
ascertained. The BMJ is to be congratulated
on finding the time, the effort, and the people
to discuss issues which are too much obscured
by current controversy. Even if one does not
accept the conclusions one can applaud the
attempt.

GEORGE GODBER
Cambridge

Parathyroid hormone assay

SIR,-We would like to comment on the article
by Drs Posen and others (3 January, p 16) as
we feel that they have, on the evidence
presented, overemphasised the role of para-
thyroid hormone (PTH) assays in the investiga-
tion of disorders of calcium metabolism.
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The sensitivity ofmost PTH assays currently
available is such that the PTH concentrations
present in normal subjects are either un-
measurable or very close to the limits of
detection of the assay and hence subject to
serious artifactual errors. In their previous
paper' describing the assay the serum PTH
concentration in normals is reported as being
less than 400 ng/l, concentrations which,
according to their standard curve, would have
caused less than 1000 displacement of tracer
in the assay and hence giving results which
we feel are of very dubious significance and
perhaps more safely considered as being
undetectable. Their view that "any detectable
immunoreactive PTH in peripheral blood is
considered raised in hypercalcaemic patients"
has to be questioned, as the finding of appar-
ently normal levels could easily be produced
by very slight non-specific changes in binding
in the assay. As in their previous publication
2504 of patients with proved hyperpara-
thyroidism had levels below 400 ng/l the
measurement of serum PTH may be of
dubious significance or frankly misleading in
up to a quarter of cases. In addition Dr Posen
and his colleagues found that a further 5"0
of hypercalcaemic patients with elevated PTH
levels had no abnormal parathyroid tissue at
operation. Whether they consider their
diagnosis of hyperparathyroidism to have been
wrong or the surgical exploration inadequate
they do not tell us. Should it be the former,
then the case for PTH assays becomes even
weaker.

Excluding patients with overt malignancy,
the great majority of patients with hyper-
calcaemia seen in routine medical practice have
mild elevations of the serum calcium level.
As there is a reasonable correlation in hyper-
parathyroidism between serum calcium and
PTH concentrations, it follows that it will be in
this large group of mild hypercalcaemics
that the assay will be most frequently unhelpful
or actually misleading, a point rarely under-
stood by the requesting physician or surgeon.
One of the most difficult differentiations in

our experience is that of hyperparathyroidism
from a case of occult malignancy. The
incidence of elevated PTH levels in malig-
nancy has varied very considerably in different
series, but the finding of 25" in the Posen
series means that PTH levels cannot reliably
differentiate malignancy from hyperpara-
thyroidism except when the hypercalcaemia
is relatively severe and the PTH levels are
undetectable-probably the minoiity of cases.
The value ofPTH measurements early on in

the management of hypercalcaemia of hyper-
thyroidism, in surgical hypoparathyroidism,
and renal failure, we feel, is minimal or non-
existent.
While we agree that the PTH assay may

occasionally be necessary to confirm the
clinical diagnosis and that in certain patients
neck vein catheterisation carried out by a
radiologist experienced in the technique may
be a useful procedure, nevertheless the assay
can be quite misleading unless clinicians
appreciate its deficiencies, most of which are
alluded to in the paper by Dr Posen and his
colleagues, but perhaps not sufficiently
emphasised.
There is nothing in this paper to dissuade

us from our view that serum PTH levels are
not required for the investigation of the
majority of cases of hypercalcaemia or of renal
stones. Where doubt concerning the diagnosis
exists it is better for the patient to be assessed
by a clinician with experience in the diagnosis

and management of hypercalcaemia who may
occasionally require a PTH assay for the
elucidation of the case. Future improvements
in the PTH assay may perhaps enable us to
change our views.

D A HEATH
Department of Medicine,
Queen Elizabeth Hospital,
Birmingham

T J MARTIN
Department of Chemical Pathology,
University of Sheffield

Kleerekoper, M, et al, Clinical Chemistry, 1974, 20,
369.

SIR,-We would like to comment on the
recent comprehensive account by Dr S Posen
and others (3 January, p 16) of the clinical
value of serum parathyroid hormone (PTH)
assays. One point made in their paper merits
further emphasis-namely, that any detectable
immunoreactive PTH is considered to be
abnormal in hypercalcaemic patients. In other
words, patients with primary hyperpara-
thyroidism may have serum PTH values
within the "normal" range. But this normal
range is, of course, in subjects who also have
normal levels of serum calcium. We would
therefore urge those who report the results
of PTH assays not to present them in the
form "serum PTH 0 6 teg/l (normal range
less than 0 9)" without further comment. Such
a value in a hypercalcaemic patient would be
inappropriately high, but it could easily and
wrongly be interpreted as evidence against
primary hyperparathyroidism.

In deciding whether or not to explore the
neck-of a patient with hypercalcaemia serum
PTH assays may sometimes be helpful in
another way by discriminating between primary
hyperparathyroidism and the ectopic PTH
syndrome of malignancy' (in the latter
condition serum immunoreactive PTH levels
tend to be lower for any given value of serum
calcium). It is a pity then that the authors,
rather than considering just one value (in the
text), did not publish a graph relating serum
PTH to serum calcium in the two conditions
over the whole range of observed values. If all
laboratories performing PTH assays could
construct their own graphs of these relation-
ships the usefulness of the assay in clinical
decision-making might be further enhanced.

R J WALTON
JOHN A KANIS

Nuffield Orthopaedic Centre,
Oxford

Benson, R C, et al, American 7ournal of Medicine,
1974, 56, 821.

SIR,-I am concerned at the low value placed
by Dr S Posen and his colleagues (3 January,
p 16) on venous catheter studies in the diag-
nosis and location of overactive parathyroid
tissue and would like to comment.
The catheterised patient to whom they

refer (case 3) had a left innominate vein
hormone gradient and a left upper adenoma.
This emphasises the fact that thyroid venous
drainage occurs predominantly via the inferior
thyroid veins into the left innominate.'
Thymic and other mediastinal veins may alsc
drain into the innominate; hence the poor
localising value of an innominate gradient.
For an informative study it is mandatory tc
catheterise not merely the innominate but
also the inferior thyroid veins.' 2 The potential

morbidity of venography, unlike arteriography,
is very low-no appreciable morbidity occurred
in several large series reported.3-5 The fact
that bilateral thyroid vein hormone gradients
occur in normal subjects does not detract
from the usefulness of the procedure. Since
hypercalcemia will suppress normal glands,'
any hormone gradient in a patient with
hypercalcemia is indicative of overactive
parathyroid tissue.
The procedure can resolve other problems

mentioned by the authors. Correctly per-
formed, it can permit preoperative differentia-
tion between an adenoma (unilateral gradient)
and hyperplasia (bilateral gradients).' Medias-
tinal adenoma has been suggested preopera-
tively by finding absence of a gradient in
either inferior thyroid vein in a patient with
hyperparathyroidism. '

DAVID POWELL
Endocrine Unit,
Mater Misericordiae Hospital,
Dublin

1 Powell, D), et al, New England Jottrnal of Medicine,
1972, 286, 1169.

2 Shimkin, P M, et al, Amnerican Jonrnal of Roentgen-
ology, Raditnt Therapy anid Nuclear Medibcine, 1973,
118, 654.

3 Bilezikian, J P, et al, Amnerican Jouirnal of Medicine,
1973, 55, 505.

4 Tomlinson, S, et al, British J7outrnal of Suirgery, 1974,
61, 633.

Eisenberg, H, Pallotta, J, and Sherwood, L M,
Amnerican, joutrnal of Medicine, 1974, 56, 810.

6 Shimkin, P M, and Powell, D, Anntials of Internal
Medicine, 1973, 78 714.

Hospitals for the developing world

SIR,-Your leading article on this subject
(8 November, p 309) states that "the cream of
the medical graduates from developing coun-
tries, who have basked in the facilities"
offered by the big hospitals in the western
world "have persuaded their governments that
similar structures are needed in their own
countries." Allow me to say that such an
assumption is misplaced. I come from the
developing world myself and know that, while
doctors who have been trained in the West
appreciate the opportunities they themselves
have been offered, few are so ill-advised as to
imagine that their countries can afford either
the capital outlay or the recurrent expenditure
which such "vast structures" involve. And to
those so naive as to have recommended their
construction I would still allow the privilege
of sharing the blame with their teachers,
who must have failed to impart reason
Anyone familiar with conditions in the develop-

ing world must bear witness to the fact that so far
most advisers have not been indigenous and that
it is the expatriate experts and consultants who have
been largely responsible for the "vast structures,"
the need for which you have perhaps correctly
questioned. To my personal knowledge the British
General Medical Council was at one time advised
by expatriates to withhold recognition from the
Makerere Medical School in Uganda until the
new hospital was built. To blame indigenous
medical advisers for the new Mulago Hospital
would therefore be unfair. Furthermore, would
the money that built Mulago Hospital have been
made available for something else rather less
impressive? I doubt it.
This brings me to another aspect of the problem.

While the developing world still needs external
aid, the donor countries have retained the right of
choice as to what projects qualify for support and,
as always, he who pays the piper calls the tune.
Almost invariably a country in need of aid has to
modify its plans to meet the requirements of the
donor and as a short cut some have in fact had
to shape development plans for sale. Where aid is
concerned motives are often mixed, and the
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