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to their professional ambitions. A recent authoritative
observation8 that there is a scarcity of first-class applicants
for consultant vacancies in some of the more exacting special-
ties may well be the first sign of a decline in British medicine.
There are a number of improvements in the terms and

conditions of service which are urgently needed to arrest the
progress of discontent among hospital doctors, in particular
the younger doctors. The working party's memorandum puts
forward many proposals, most of which are familiar and have
evolved from much debate within the profession. Their
assembly in a single document is a reminder that it originated
in a demand for a "charter" for hospital medical staff.
What has now been produced is in the form of a draft for
consideration by the Joint Consultants Committee, the C.C.
and S. Committee, and the Hospital Junior Staffs Group
Council. It will be discussed at a national conference of
hospital medical staff on 9 November, and in its final form
it is to be the subject of negotiations with the Health
Ministers.
The charter (the title will stick) is to be welcomed as a

document which sets out the causes of friction between
employer and employee. The majority of doctors concerned
will see in its proposals remedies for many of their current

dissatisfactions. Yet no one would pretend that they are the
whole answer to the more intangible but very real frustra-
tions which so many doctors clearly feel. After 18 years
experience there is room for an impartial appraisal of the
relationship between State and Medicine. There are those
who believe that an alliance between the two in a nationalized,
centrally controlled medical service cannot be other than
inimical to the independence essential to a profession
trained to responsibility and expected to take it. It i%
earnestly to be hoped that a group of informed, uncommitted
people can be persuaded to start with a blank sheet and set
down their views on how the benefits of modern medicine
can be brought to the service of the people while at the same
time preserving what is indispensable for worthwhile profes-
sional life. Questions of the terms and conditions of service
would then tend to fall naturally into place.
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Blockade of Emboli
Despite the efforts that have been made to prevent venous
thrombosis and pulmonary embolism the condition remains
common, and indeed the diagnosis is being made more fre-
quently.1 This may in part be due to the use of more refined
methods of diagnosis. Since it became clear that in patients
with pulmonary embolism abnormalities on plain x-ray films
may be minimal the introduction of radioisotope scanning,2
catheterization of the right and left side of the heart for
pressure measurements,3 angiography of the pulmonary
artery,' and better knowledge of the changes in the electro-
cardiogram5 have all contributed to more accurate diagnosis.
The stimulus to develop techniques for more certain diagnosis
may have come from increased interest in surgical measures
to deal with major pulmonary emboli and to forestall recur-
rent emboli. The new approaches to major pulmonary
embolectomy have been recently reviewed.7

J. Homans' was the first to propose ligating the venous
system proximal to the thrombus to prevent pulmonary
emboli. Ligation of the femoral vein was used first, but in
many cases it was difficult to decide which leg to choose, and
not surprisingly this technique did not always prevent
recurrence of the embolism. Taken together the poor results
of ligation of the femoral veins and the frequent finding of
thrombus in the great veins of the pelvis suggested that a
better procedure might be ligation of the vena cava just below
the renal veins. By 1958 W. A. Dale was able to show
that this operation could stop recurrent emboli from reaching
the lungs.' However, many patients treated in this way
developed signs of interference with the venous return,
ranging from minimal oedema and superficial varicose veins
to gross oedema and sometimes gravitational ulcers. Attempts
were made to avoid these side-effects. Partial occlusion of the
vena cava was tried in the hope that the obstruction to the
lumen would allow some blood to pass but would prevent the

passage of emboli large enough to cause death. Among the
techniques used were a Dacron darn across the lumen,10 the
placing of several mattress sutures between the anterior and
posterior walls to make three to four smaller passages,1' and
the use of narrowing clamps.'2 13
Do these partial venous occlusions function and do then

prevent the late side-effects of caval ligation ? J. J. Bergan
and his colleagues'4 found plication of the vein and a Dacron
sieve to be as effective as ligation in preventing the recurrence
of embolism. Both methods of partial occlusion reduced the
number of late sequelae of operating on the vena cava, but the
sieve technique was better in this respect, and post-operative
venograms showed that it also resulted in better flow through
the vessel. However, F. C. Spencer reported excellent clinical
results with plication. Of his 23 patients 20 were shown
post-operatively to have patent venae cavae,'4 and in the
three patients whose vena cava was occluded one was found
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to have a vena cava that had become recanalized two years
later. So partial occlusion seems to be as good as ligation in
stopping recurrence of emboli and to have fewer sequelae;
but in some patients there will be complete occlusion of the
ven-a cava by thrombosis.
When should an operation of this kind be used in the

treatment of recurrent pulmonary emboli ? When adequate
anticoagulant therapy has failed or when anticoagulants are
contraindicated-for example, immediately after very exten-
sive surgical wounds, when the patient has ulcerative disease
of the gut or has had a stroke, and after some extensive
urological operations because of the complications of haemat-
uria. These operations are done much more often in North
America than in Britain. In the U.S.A. prophylactic venous
interruption has indeed been advocated as a routine at the
time of operation for caesarean section. This is going too far
in the light of the results of treatment with anticoagulants,
the sequelae of ligation, and the limited information so far
available on operation providing partial venous obstruction.
At what level should an operation be done ? If tenderness

is limited to one calf and there are no signs in the thigh,
ligation of the femoral vein must still be considered, especially
if the patient is very ill. When there is no indication which
leg is affected, or when there is evidence of thrombi in the
pelvic veins, then interruption of the vena cava is the operation
of choice. When there is extensive sepsis in the pelvis, liga-
ture is still the best procedure, but if no sepsis is present
partial occlusion is probably a better type of operation.
However, the indications for these measures may require
revision in the light of the results obtained by venous
thrombectomy, when large peripheral thrombi are located by
venography and removed immediately by surgery.16 This
approach has become more popular since it has been shown
in recent years both experimentally" and clinically'8 that
many pulmonary emboli can undergo thrombolysis. It
remains to be seen whether venous thrombectomy-first tried
by R. Leriche in 1928-will now find a permanent place in
the management of venous thrombosis and pulmonary
embolism. Venous interruption should be used very sparingly
until its value is clear.

Audio-visual Aids to Learning
Teaching by audio-visual method forged ahead during the
second world war, when it became imperative to train large
numbers of men and women to reach prescribed standards of
proficiency in the shortest possible time. In the very differ-
ent conditions of peacetime the techniques of teaching have
for some time been studied in the light of wartime successes.
In particular audio-visual procedures have been devised to
give impact to the lesson being taught.
Now the British Medical Association has joined with the

Life Offices' Association and the Associated Scottish Life
Offices to form the British Life Assurance Trust. The trust
deed was signed on 6 October by eight trustees, four repre-
senting the two life assurance associations and four the
B.M.A. The objects of the trust are to promote the educa-
tion of the public generally and help the practising medical
profession to keep abreast of latent developments in medical
technology by encouraging the production and exhibition of
audio-visual aids; to distribute such aids; to act as a
coordinating and advisory body in this field; and to encour-
age and promote research into the production and effective-

ness of such aids. It is also empowered to finance and
produce them. For its work the trust will have a full-time
director, who has yet to be appointed. It also seeks to
establish and maintain standards, by applying a seal of approval
on suitable material in the field of health education regardless
of its source or sponsorship. Its primary tasks are firstly
to rationalize the existing B.M.A. film and tape library and
"hall-mark" material of a sufficiently high standard, and
secondly to produce a feature film for public showing on one
of several health topics. Sir Arthur Elton, chairman of Film
Centre (International) Ltd., has been retained by the trust
as adviser on technical matters concerning the production,
distribution, and certification of films submitted to the trust
for its seal of approval.
The Brynmor Jones report on Audio-Visual Aids in

Higher Scientific Education' has sharpened interest in short-
cuts to teaching. Medicine may take some pride in having
already freely adopted the simpler teaching aids, to mention
lantern slides and sound films as but two commonplace
examples. Nowadays most lectures and conferences contain
an effective element of illustration, and the quality of work-
manship achieved by the teaching hospitals in particular is of
a high standard. Indeed, in commenting on the current
position of Great Britain the report states: " Our impression
had been that as a faculty it [medicine] had led the way in
the use of audio-visual aids." If further substantiation is
needed it is to be found in the experience of the few photo-
graphic departments that have been established to cater for
the needs of an entire university-namely, that they meet a
predominantly medical requirement.
The report recommends that all teaching establishments of

any size should have central service units capable of producing
and storing all audio-visual materials demanded locally, while
at the same time being tethered loosely to a national centre
engaged in research, production, and exploitation of new aids,
training of staff, and co-ordination generally. In keeping with
this ambitious programme the report suggests that such units
should be endowed with academic status within the univer-
sities and have full representation on the appropriate com-
mittees. It follows that sufficient academic staff must be
procured or trained to fill these posts. Here again, some of
the more enlightened medical schools have already raised the
status of their senior medical illustration staff to that of senior
lecturer, though mainly in recognition of outstanding services
rather than from avowed policy. It seems probable, therefore,
that if the Brynmor Jones report's suggestions are to become
effective a good many recruits will come from medical depart-
ments, or at least that medicine as a whole has much experi-
ence to offer. The report acknowledges that "valuabk
pioneer work has been done in some medical schools through
the provision of central service facilities. Their example has
been followed in a number of universities and colleges, but
there is a widespread need for the provision of a co-ordinated
communication service in most academic institutions."
Now that closed-circuit television, programmed learning,

and teaching machines offer new challenges to the teacher, a
good deal of field work on the best ways of using them needs
to be done. This is best co-ordinated centrally. Indeed the
B.M.A. has already been responsible for a careful investiga-
tion into the use of closed-circuit television in medical schools,

1 Audio-Visual Aids in Higher Scientific Education. Report of the Com-
mittee appointed in 1963 by the University Grants Committee, De-
partment of Education and Science, and the Scottish- Education
Department, under the chairmanship of Dr. Brynmor Jones, Vice-
Chancellor of the University of Hull, 1965. H.M.S.O.
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