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1st Senior Consultant
Year Pre-registration Registrar RantAppointment Range Range

1954 1 2-6-3-3 4 9-7-2
1960 1 2-2-3-1 3-8-5-8
1963 1 2-2-3-0 3-7-5-8
1966 1 1-8-2-3 2-9-44
1969 1 1-7-2-2 2-7-4-2

wonders what is the smallest salary range
which the Review Body thinks appropriate.
One further point. It takes approximately

20 years-50% of one's working life-to
reach maximum salary. Why ?-I am, etc.,

D. M. ESSENHIGH.
Department of Urology,

Newcastle General Hospital,
Newcastle upon Tyne.

REFERENCE
I Review Body on Doctors' and Dentists' Remunera-

tion, Tenth Report, Cmnd. 3884. London,
H.M. S.O.

General-practitioner Hospital Beds

SIR,-The arguments in favour of general-
practitioner hospital beds have been fre-
quently presented in your columns, most
recently by Drs. E. 0. Evans and E. D.
McEwan (18 January, p. 172) and by Dr.
K. E. Lane (1 March, p. 571) and subsequent
correspondents, but I have not seen any
response from a member of the hospital con-
sultant staff. Personally, I am convinced,
and have been for several years, that the pro-
vision of hospital inpatient accommodation
for family doctors would transform the
attractiveness and the quality of general
practice, thus retaining doctors who would
otherwise emigrate. I feel it would also make
a substantial contribution to the hospital ser-
vice. On the other hand, not all general
practitioners wish to participate in hospital
work, and some would be excluded because
of distance.

I suggest that the time has come for the
family doctors to work out a plan in detail.
This would involve very considerable
changes, especially in a teaching hospital, but
I am sure that a number of hospital
administrators and doctors would be pre-
pared to give a detailed proposal serious
consideration.-I am, etc.,

DAVID SHORT.
Aberdeen Royal Infirmary,

Aberdeen.

British-educated Physicians
in the U.S.A.

SIR,-Here are the results of some recent
studies of the number, characteristics, and
distribution of British-educated physicians in
the United States. The principal source is
data made available by the American Medical
Association.

In 1966,1 2 101 graduates of British
schools were licensed by examination in the
United States. In 1967, 111 were licensed.
Not all of these were first U.S. licences
representing new additions to the profession;
some (we estimate about 30) were duplicate
licences issued to persons who were already
licensed in another State. Forty-seven of the
111 licensees were graduates of the Univer-
sity of London. Thirteen British-educated
physicians failed U.S. licensing examinations

in 1967. Licences were issued in 26 States.
No State received more than 18 (16%) of the
111 licensees. Information is incomplete on
status of licensure of British physicians, but
this was determined for a group who were
graduates of schools in England. Dr. Harold
Margulies of the A.M.A. found that of 1,062,
741 had U.S. licences and 321 did not.
(Physicians not engaged directly in patient
care such as teachers, scientists, and
administrators often do not need licences.)
The following data are complete except

that graduates of the medical school at Bel-
fast are not included. Data of the American
Medical Association for 1967 show that
2,110 graduates of British medical schools
had been identified. There are some British
physicians residing in the United States who
have not been identified by the A.M.A., but
this number represents a small percentage of
the total-probably less than 10%. Of the
2,110, 37 were interns, 197 were residents
or fellows, 1,191 were in private practice,
285 were in research or teaching, 276 others
were working as full-time staff members of
hospitals, and 124 were in a miscellaneous
group of pursuits. Nine per cent. (196 of
2,110) were women. Of the 2,110 physicians,
98 were less than 30 years of age, 522 were
30-39 years of age, 556 were 40-49, 719
were 50-59, and 215 were more than 59
years of age. Status of citizenship was
known for 1,865, of whom 523 were British
citizens and 595 were naturalized citizens of
the United States. A substantial number,
685, were " native and derivative " citizens of
the United States who attended medical
school in Great Britain. Of those who were
not U.S. citizens, 85 had exchange visitor
visas (most of these are interns and residents),
and 505 had permanent residence visas. Visa
status was not known for 235 persons.
From these and other data we estimate that

there are about 2,500 graduates of British
schools in the United States, of whom roughly
600 are native-born Americans. More than
90%h of the graduates of British schools in
the United States have U.S. citizenship or
are eligible for permanent residence.-We
are, etc.,

IRENE BUTTER.
University of Michigan

School of Public Health,
Ann Arbor, Michigan, U.S.A.

KELLY M. WEST.
University of Oklahoma

School of Medicine,
Oklahoma, U.S.A.

REFERENCES
Sixty-Sixth Annual Presentation of Licensure

Statistics by the Council on Medical Education
of the American) Medical Association, 7ournal
of the American Medical Association, 1968, 264,
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2 Sixty-fifth Annual Presentation of Licensure
Statistics by the Council on Medical Education
of the American Medical Association, 7ournal
of the American Medical Association, 1967,
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Points from Letters

Elderly in Hospital
Dr. A. M. NUSSEY (Selly Oak Hospital,

Birmingham) writes: In reply to Dr. R. W.
Parnell (15 March, p. 714) I agree that many of
those who devoted their attention and ingenuity
to the care of the elderly have brought about
developments such as day hospitals and domi-
ciliary supervision which have greatly benefited
their charges, and this I had very much in mind
when I wrote my original letter (1 February,

p. 313). The point I was trying to make was
that with these pioneering efforts having become
generally known and accepted there is now no
more reason for a separate set-up of medicine
for the elderly than there would be for general
or specialized surgery, gynaecology, or even
psychiatry. Despite the fact that some geriatric
units have increased their throughput, the evid-
ence provided by Dr. Parnell himself proves
that the -overall turnover in such units has
steadily decreased over the. years, and I can
only say again that continued segregation of
geriatrics can only increase the intolerable
burden which acute medicine, and to some
extent psychiatry, have to bear at present.

Namnes and Words
Dr. D. W. HIDE (Oxford) writes: It is no bad

thing to be reminded of the history of our
subject (1 March, p. 570, and 22 March, p. 785).
The eponym has often led me to the original
description of the disease. That the name
applied is not always the most appropriate
matters little. In the West of England we feel
that Parry of Bath first described hyperthyroidism
but are content to acknowledge Graves, or even
Basedow. The name of one reminds us of the
others. There is so little time to teach the
history of medicine that the relation of such
names as Sydenham, Addison, and Osler to
disease may be the only introduction the student
has to the great past. . ..

Indications for Tonsillectomy
Mr. F. ROHAN (Canberra, A.C.T., Australia)

writes: I was interested to read in your lead-
ing article (25 January, p. 203) that " all tonsill-
ectomy prevents is the development of further
attacks of tonsillitis." I would think this was
a very sweeping statement, particularly as any
study of the tonsillar fossa would establish that
the salpingopharyngeus muscle has an insertion
in the tonsil bed. I am convinced that many
attacks of otitis media in young children are not
produced by large adenoids but by tonsillitis. It
could be that the infection reaches the Eustachian
tube via the salpingopharyngeus and the lymph-
atics that accompany it. Much more likely,
however, is that the children refuse to swallow
because of a sore throat and the Eustachian tube
thereby becomes incompetent. A common symp-
tom of tonsillitis in young children is not that
they complain of sore throats but that they
refuse to eat. ...

I would like to take issue with you on the
social and financial pressures which may influ-
ence the surgeon's judgement. I do not think
this stricture can be placed on the surgeons who
practise within the limits of the National Health
Service in the north of England and the Mid-
lands, as most of the operations are not done for
gain. . .

Swimming in Cold Water
Mr. FRANK R. NEUBERT (Guernsey, Channel

Islands) writes: . . . Acute respiratory distress
is common upon diving into cold water, but
can be partly avoided by slow immersion, or
almost completely avoided by walking briskly
for some two miles before the bathe. When
warmed by this means it is possible to swim
50 m. (sea water) without discomfort, and
another 50 m. more slowly before the arms
appear to "seize up" completely. Facial pain
may be severe. When surface ice has to be
broken swims are usually reduced to 25 m. or
less, and the crawl is usually replaced by the
back or breast stroke. . . Enjoyment of, or
survival in, very cold water must be a personal
factor not entirely governed by the possession
of a good layer of adipose tissue. A policeman
was reported1 to have taken off his clothes and
spent 30 minutes diving repeatedly under the
ice in an attempt to rescue a child. The same
number of seconds would have been more than
enough for the majority of people. ...

REFERENCE
1 Daily Telegraph, 24 February 1969.
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