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without the sacrifice of leisure, home, and
independence which an aspiring career
anaesthetist has to make. Furthermore, a
hospital practitioner has a primary allegiance
to his practice and is therefore less likely to
keep abreast of advances in his specialty
(bearing in mind the relative isolation of the
individual anaesthetist), nor will he feel able
to give as freely of his time as a consultant
should a session run late.

Finally, it is regrettable that the hospital
practitioner grade will be proffered only to
principals in general practice and that other
doctors who could be available only part-time
are excluded. This latter group includes mar-
ried women with children who would be
eminently suitable for the specialty of anaes-
thetics and who have also the additional
advantage of no other medical commitment.

A S JACKSON

Cheltenham General Hospital,
Cheltenham, Glos

Consultants' ballot

SIR,-On 29 January I received by first class
mail, postmarked 28 January, my ballot form
and accompanying documents from the BMA
dated 8 January and addressed to all con-
sultants. The instruction at the head of the
ballot form read "and post this please not
later than Sunday 25 January". I know that
many other consultants had a similar experi-
ence or indeed failed to receive any ballot
form. How can the BMA pretend that any
analysis of data received from such a hap-
hazard and disorganised circulation could be
representative of consultant opinion?
Was it mere coincidence that I happen to be

a full-time academic with an honorary contract
or does the fact that my ballot form was mailed
to me after the effective date for return
represent the apparent continuing viewpoint
(previously expressed to me in writing by
Dr D P Stevenson in November 1974) "that
since the main dispute is likely to be with the
NHS authorities, it would not be appropriate
for academic staff to be involved from the
very beginning and in a direct way" ?

D V I FAIRWEATHER

Department of Obstetrics and Gynaecology,
University College Hospital,
London WC1

***The Secretary writes: "Because of the fact
that a number of consultants (including honor-
ary consultants) did not receive a ballot paper
two opportunities, both during the duration of
the main ballot and subsequently in a sup-
plementary ballot, were provided for anyone
who had not received the forms to apply for
them. The replies to the supplementary ballot
will be analysed separately from the replies
to the main ballot.
My correspondence with Professor Fair-

weather in November 1974 related to the
BMA's 'Sanctions Plan for Emergency,'
which was published in the BMJ (9 November
1974, p 357). Those sanctions were not designed
to affect the universities or their employees,
and this was indicated in the plan. My letter
of 19 November 1974 to Professor Fairweather
ended with the words: 'Is it too much to
hope that you might now consider rejoining
the Association and giving us your active
support in these difficult times, rather than
criticism from the touchline?' "-ED, BM7.

The overtime problem

SIR,-I wish to follow up my previous letter
on this subject, part of which was published
in "Points from Letters" (10 January, p 100).
Since then my views on the problems that
might be built up by the implementation of
the overtime policy that has been agreed,
except for the pricing, have become even more
fixed.

I pointed out in my letter (the unpublished
part) that under the present accepted policy
the salaries for different posts in the same
grading would vary depending on the number
of A and B units of medical time (UMTs) that
were added to the standard UMTs. This
could possibly produce variations varying up
to several thousands of pounds per annum for
posts in the same grading, both in the same
specialty and in different specialties. This is
bound to have an effect on recruitment to
many posts. At a recent meeting of consultants
in my own area it was found impossible to
come to any real agreement on the definition

Points from Letters

Royal College of Physicians and
Fluoridation

Dr W W YELLOWLEES (Aberfeldy, Perthshire)
writes: . . . When the cause of a disease is
known the only effective method of preventing
it is to remove the cause. Fluoridation does not
do this, and some of the studies published in
the Royal College of Physicians' report'
demonstrate that in populations eating large
quantities of refined carbohydrates caries
occurs on a massive scale whether or not the
drinking water contains fluoride. In fluoridated
Newburgh (p 11) only 10 100 of 9-year-old
children were caries-free. The 50-year-old
citizens of fluoridated Hartlepool (p 10) had
on the average more than half their teeth
decayed, missing, or filled (DMF). This is
not surprising since an important cause of loss
of teeth is periodontal disease, a condition
which is not affected at all by fluoride: your
failure to mention this fact in your leading
article (10 January, p 57) is astonishing. The
selective use of research material from one
study quoted by the writers of the report is
very surprising indeed. On p 9 they refer to
studies by Weaver published in 19442 showing
that 5-year-old children in South Shields with
naturally fluoridated water had on average
3 9 DMF teeth compared with 6-6 in children
from North Shields with a low fluoride water
content. But they say nothing at all about
Weaver's later studies3 in North and South
Shields, nor do they mention his final con-
clusions4 that "there is in fact no very striking
difference in the incidence of caries in the two
towns" and "only a limited effect can be
expected from the ingestion of fluoride in the
drinking water." Why did the authors of the
report omit this important conclusion from one
of their own references ? The saddest aspect
of your article is its treatment of dental decay
as an isolated phenomenon. Caries is only one
of a number of serious diseases, some of them
of far more deadly effect, which are caused by
the consumption of refined carbohydrate
foods.5. . .

1 Royal College of Physicians, Fluoride, Teeth and
Health. London, Pitman, 1976.

of A and B UMTs, but even if agreement is
reached (which I consider almost impossible)
the resultant variation in salaries would still be
a major problem.
Many of the conditions in the past were

unsatisfactory but I feel that a lot has been
lost with regard to status and a feeling of
dedication in young doctors. I am sure that
my suggestion of a limit on overtime would
help to re-establish these attributes to the
profession. The aim should therefore be not
to work out schemes for overtime pay but to
come to some agreement on a salary for the
various grades which is acceptable without
depending on additional payments.
My plea would be to ask the juniors to think

again, to rescind the agreements made regard-
ing overtime rates, and to renegotiate a
reasonably acceptable salary scale, acceptable
without the need for any overtime rates.

N STRANG
General Hospital,
South Shields

2 Weaver, R, British Dental Journal, 1944, 76, 29.
s Weaver, R, British Dental J7ournal, 1944, 77, 185.
4Weaver, R, Proceedings of the Royal Society of

Medicine, 1948, 41, 284.
5Cleave, T L, The Saccharine Disease. Bristol, Wright,

1974.

Medical manpower

Dr D R CARGILL (Maldon, Essex) writes:
According to Mr F S A Doran (January 17,
p 137) an annual input of 600-700 graduates
would maintain our GP establishment and
increase it by 4°o per year. I was surprised to
be told this because between 1960 and 1968
the number of GPs remained almost stationary
although there was an average recruitment of
944 principals each year. Sir George Godber
(31 January, p 277) now tells us that the number
of new admissions to executive council lists in
England and Wales was 1246 in 1972. Sir
George goes on to say that figures for new
admissions to general practice are no longer
published by the DHSS. Before we waste any
more time arguing about the number of new
graduates who are needed we surely must ask
the DHSS to give us figures of the annual
wastage from general practice for the last ten
years. .

Mr D H PATEY (Hythe, Kent) writes: May I
take friendly issue with Sir George Godber's
suggestion (31 January, p 277) that the term
"specialist" was shortly after 1948 altered to
"consultant" as being a "supposedly more
prestigious title"? . . . I was in 1948 on a
small subcommittee in my hospital which was
considering among other things what to call
the old "honorary staff" and we felt that
"consultant" was an appropriate title, the
term "specialist" being used to cover also
many members ofthe medical staffwho had not
yet attained consultant status. Another member
of the subcommittee was the late Sir Harold
Boldero, and I have always felt that it was his
influence at the Ministry of Health at that
time which led to the general adoption of the
new terminology.
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