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oesophageal hiatus, but let us not be tempted to believe
that by so doing we are diagnosing a disease.
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Steroids in severe hepatitis
For years now, corticosteroids have been widely used in
treating acute viral hepatitis, though their value has never
been proved by a controlled clinical trial. Early studies1 2
showed that steroids could speed the decline in bilirubin
concentrations but that the total duration of the illness
remained unaltered-and unless treatment was maintained
well into the convalescent period there was a tendency for
relapse.3 For this reason, and because of their substantial
range of side effects, steroids are no longer recommended in
the uncomplicated form of the disease. When cholestasis is
very prolonged, however, their use does sometimes seem to
start recovery.4
The fulminant form ofthe disease complicated by encephalo-

pathy has a mortality of 80-90%, and here corticosteroids have
generally been given empirically. Again, early reports were
encouraging5 6 but more general experience of the use of
steroids in fulminant hepatic failure, irrespective of aetiology,
has been disappointing:7 8 they probably fail to influence the
course of the disease; they may provoke gastrointestinal
haemorrhage; and they predispose to secondary infection.9
Recovery from fulminant hepatitis, when it occurs, is complete.
Nevertheless, in another variant of acute hepatitis, particularly
type B, the illness is unusually protracted and, unlike ful-
minant hepatitis, progression to chronic liver disease is
frequent. These patients may often be identified by bridges
of intralobular and interlobular necrosis ("bridging necrosis")
seen on histological examination of liver biopsy specimens,0 11

and corticosteroids are commonly given to them in the hope
ofpreventing the development ofchronic liver disease.
The results of a recent controlled trial of methylpred-

nisolone against placebo in such a group of patients conducted
by Gregory and his colleagues12 are, therefore, of considerable
interest. At least one of the following features was required for
admission to the study: total bilirubin greater than 428
Lmol,l (25 mg, 100 ml); prothrombin time less than 50%0
24 hours after 10 mg of parenteral vitamin K; serum albumin
less than 25 g/l; ascites, oedema, encephalopathy, and histo-
logical evidence of bridging necrosis. Seven of 14 patients
assigned to methylprednisolone died during the study period
(two from complications of steroid therapy), whereas only two
of 15 placebo-treated patients died. The excess mortality in
the steroid-treated group did not quite achieve statistical
significance, but the authors concluded that far from enhancing

survival in these patients, methylprednisolone may even have
been detrimental.

This conclusion contrasts strongly with the beneficial effects
found in several controlled trials of steroid treatment in
chronic active hepatitis, of which bridging necrosis may also
be a feature.13 It may sometimes be difficult, on histological
grounds alone, to distinguish chronic active hepatitis from
prolonged acute hepatitis with bridging. Finding antinuclear
antibodies or high IgG concentrations may help in the diag-
nosis of chronic active hepatitis, but these features may often
be absent when it is associated with HBsAg in the serum. A
diagnosis of chronic active hepatitis should not be entertained
in an illness which has lasted for less than 12 weeks: the finding
of bridging necrosis in acute viral hepatitis may still be
followed by resolution. On present evidence steroid treatment
should not be given unless the laboratory evidence for chronic
active hepatitis is compelling, or a further biopsy three or four
months after the onset of the illness shows persistence or pro-
gression of the lesion, together with other histological features
of this disease. Furthermore, there is still no clear evidence of
the benefits of steroids in patients with chronic active hepatitis
who are HBsAg positive, and the clinical impression is that
they seem to do less well with steroids than those who are
HBsAg negative. More controlled trials are urgently required.
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The other end of the knife
A few years ago an anonymous account of a doctor's reaction
to mitral valve replacement1 gave a vivid insight into the
experience of being at the wrong end of the surgeon's knife.
Times change, anonymity has become less customary, and
when a further operation became necessary Professor Ian
Donald of Glasgow decided that on this occasion he would
forestall speculation by signing his description2 of replacement
of his mitral homograft by a Starr-Edwards prosthesis.
Anyone concerned with the postoperative care of patients

should read this article, which is illustrated by some photo-
graphs taken by the anaesthetist at the patient's request. "I
would be a liar," writes Professor Donald, "if I did not straight
away admit that the pain defies description. For the first week
after operation the sensory system is presumably swamped by
the sheer magnitude of the pain. After the first week however
there is scope for more discrimination and I found pain and
time, especially at night, to be bad companions." In common
with so many other patients, Professor Donald's gratitude for
what was done for him overshadows his other reactions.
Nevertheless, though the memory of pain fades very rapidly,
perhaps doctors should ask themselves whether they should
not try harder to find better postoperative analgesia.
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Professor Donald's experiences also give us valuable insights
into a patient's morale-his own improved with the removal
of each successive piece of tubing as he became less and less
like a porcupine. Inability to communicate (owing to the endo-
trachial tube) he found vastly frustrating. Rapport with other
patients provided a strong fellow feeling-there is a lot to be
said for the companionship ofmulti-bedded units. Throughout
the whole account runs the thread of optimism and courage
with which he faced this third experience of cardiac surgery,
and, in passing his reactions on to the rest of doctors, Professor
Donald has done a great service to his fellow patients.
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Staffing in the hospital
service
At present one-third of the 30 000 hospital medical staff and
one-fifth of the 20 000 general practitioner principals in the
NHS were born overseas; in all there are nearly 20 000
overseas doctors fully or provisionally registered in Britain.
For years now the valuable contribution made by these doctors
to the NHS has been acknowledged by leaders of the medical
profession and by politicians, but since publication of the
Merrison report' and the introduction of TRAB tests for new
medical immigrants complaints of exploitation and discrimi-
nation have been heard more and more often. Last week the
Community Relations Commission published proposals,2
which it is submitting to the Royal Commission on the NHS,
for changes in the registration and training of overseas doctors.
Its report spelt out the grievances that trouble many such
doctors, particularly those who have settled in Britain as
permanent citizens, though, inexplicably, it ignored the help
given to so many ofthem over the years by the BMA Common-
wealth Bureau.
Few other aspects of medicine have been the subject of so

much cant and double talk as the treatment of overseas doctors.
For the whole of its 28 year existence the NHS hospital service
has been based on a grossly distorted staffing pyramid with
many thousands more hospital junior staff employed in so-
called training posts than could possibly be required to fill
consultant vacancies due to death or retirement. The disparity
has been solved, year by year, partly by the overall growth of
the hospital service (medical inflation); partly by emigration of
well-trained registrars and senior registrars; but largely by an
import-export business of doctors from overseas who were
prepared to work a few years as pairs of hands while acquiring
clinical experience and (they hoped) postgraduate diplomas
and degrees. So long as nearly 2000 new doctors arrived each
year from abroad and much the same number left, the pyramid
could maintain its shape; but circumstances have changed.
Around the world medical migration has slowed enormously
in the last few years, so that fewer doctors are coming here. In
consequence the present system is showing signs of collapse
-in particular the growing numbers of unfilled vacancies in
the less popular hospital specialties.
The arithmetical impossibility of balancing the numbers of

career posts with the numbers of doctors in training is no
sudden discovery, but successive attempts to introduce a more

rational system have foundered for lack of any unanimity of
medical opinion. Both consultants, who have no wish to see
the quality of their work diluted by an increase in their
numbers, and junior staff have opposed the introduction of a
permanent subconsultant grade, and BMA policy has insisted
that all junior posts should be proper training posts. No one,
it seems, has been prepared to advocate solving the equation
by creating many more permanent part-time appointments,
and the spectre of the former senior hospital medical officers
has served as an awful warning of the hazards of having more
than one full-time career grade. The nature of the hospital
practitioner grade, brought into being last year after prolonged
negotiation, shows how these fears have operated. The grade
was designed to bring GPs into hospitals, and by limiting entry
to principals in general practice and limiting them to five
sessions a week the regulations have excluded many of the
clinical assistants currently doing sessional work in hospitals.
Not surprisingly, these clinical assistants-many ofwhom have
invaluable practical experience-resent the large differential
between their pay scale and that of hospital practitioners
(whose pay, understandably, is linked to that of GPs). Rapid
growth in numbers of hospital practitioners seems unlikely,
however, for several reasons: one factor may be the disturbance
caused to group practice arrangements which sometimes seems
to create frictions that outweigh the other advantages for the
individual concerned.
A more effective long-term solution to the staffing dilemma

must be found, and one obvious possibility is the introduction
of a grade closer to the European specialist,3 with many more
specialists doing the service work of the NHS and fewer
doctors in the training grades. As vocational training for
general practice and the programmes within each hospital
specialty become more closely controlled, hospital junior posts
will inevitably become clearly divided into those that provide
useful training and those that do not, and the unsatisfactory
SHO and registrar jobs should gradually disappear. A steady
reduction in the total number of junior hospital posts should
combine with an increase in the output of graduates from our
medical schools to make it unnecessary for more than a handful
of doctors to be imported to balance the equations-that is,
given that emigration of British doctors does not increase any
further.
Where would such a solution leave overseas doctors ? Some

would still come here for postgraduate training-on exchange
scholarships and as participants in formal training programmes.
The flow of independent medical immigrants would be much
reduced, and some sort of work permit system might prove
necessary. This change should bring advantages for the over-
seas doctors already here, for such prejudice as does exist against
them has largely been fuelled by new arrivals' difficulties with
the English language and with our medical system.

Indeed, if this becomes the future pattern doctors born
overseas may be ill-advised to continue to press for represen-
tation as a group on NHS committees, negotiating teams, and
other medical bodies. Such representation will tend to perpet-
uate their isolation as a minority group. If they are to be
integrated into the medical community here-as they should
be-then they should join the various societies and medico-
political associations as equal members with British-born
graduates-and already within the BMA there are signs that
this is what is happening.
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