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and presumably market value of the recipients, and increases
in them are granted at different times to whites and non-
whites.

Despite repeated representations over the years by the
Medical Association of South Africa to have discrimination
removed from doctors' salary scales the Government has so
far always declined. Differentiation of this kind goes right
through the fabric of the country's administration, and in
struggling to free the medical profession from its bonds the
M.A.S.A. must sometimes feel dispirited. But it is to be
hoped that its awareness of the real issues here and of the
warm support of the World Medical Association will sustain
it through further attempts to rectify this wrong.

Examining the Enlarged Prostate
Benign enlargement of the prostate gland occurs to some
degree in nearly every man as he grows older.' What is the
chance that this enlargement will require an operation for its
relief ? Estimates have varied greatly in the past, but a
recent study suggests that a man aged 40 has about a 10%
chance of needing prostatic surgery if he lives to the age of
80.2 This study was based on the premise that the male
population of New Haven, U.S.A., would seek urological
advice in one of the three hospitals in that city. It seems
likely that a similar proportion of men will require prostatic
operations in the United Kingdom. If this is so, when should
the operation be performed, and on what indications ?
The risks of operation on the prostate vary considerably

from less than 1% to more than ten times that figure. If
retention of urine occurs and the patient requires a catheter,
the mortality is increased, probably as a consequence of
infection.`' Old age also carries a higher mortality after
operation, patients in their 80s being particularly at risk,
though the risks do not seem so bad when set against the
life tables of the insurance companies.6 Infection and acute
retention are to be avoided, but unless they occur how is one
to know that the prostate ought to be removed ?
Symptoms are notoriously unreliable. Frequency may be

the result of diabetes.7 Hesitancy and difficulty in starting
or stopping the stream may be the symptoms of a neurogenic
lesion rather than outflow obstruction. Finally, men with
chronic urinary retention, perhaps the most vulnerable group
of all, may have no symptoms.8

Occasionally dramatic symptoms may call for urological
investigation. Haematuria demands at least a pyelogram and
a cystoscopy to rule out neoplasm, and may bring to light
considerable obstruction from an enlargement of the prostate.
Infection, often ushered in by epididymitis, may be the sequel
of residual urine, caused in turn by obstruction at the neck
of the bladder.
The physical signs in cases of bladder-neck obstruction are

apt to be misleading. Perhaps the most information comes
from observation of the act of urination or the more tactful
but less convincing measurement of the time it takes the
patient to provide a specimen. To watch the stream is much
more useful than to listen to the patient's account of it. If
there is outflow obstruction some urine will probably remain
unexpelled after urination has finished. This may be felt
on abdominal palpation and is unlik~ly to be missed. More
important, it may push down the prostate and cause it to
seem to be grossly enlarged on rectal examination.

Rectal examination of the prostate is perhaps the most
misleading of all methods of assessing obstruction to outflow
from the bladder. The huge prostate felt when the patient
is first examined is frequently not confirmed when he is
examined under anaesthetic with empty bladder and cysto-
scope in position. Routine palpation of the prostate is
probably useless for evaluating early benign enlargement,
though it may detect carcinoma.
What matters is not the bulk of the prostate but whether

or not it is causing obstruction to the expulsion of urine from
the bladder. If there is outflow obstruction there will be
hypertrophy of the detrusor, resulting in trabeculation of the
bladder at first and diverticula later on. There will be
residual urine and the risk of infection. There may be reflux
and obstruction to the ureters, with hydronephrosis and
ultimately uraemia. None of these effects depend on the
mere bulk of the prostate. Typically the worst upper-tract
dilatation is found with the least prostatic enlargement.

If the history is misleading and the physical signs unreliable
certain further investigations should be considered. Of these
the excretion pyelogram has been for years the most useful
index of outflow obstruction. Hypertrophy of the wall of
the bladder and the presence of residual urine can easily be
shown in the pyelogram, which will disclose upper-tract
obstruction, diverticula, and calculi. Sometimes a large fill-
ing defect may be seen indenting the contrast medium in the
bladder, and sometimes this corresponds with the bulk of
the prostate. Usually it is misleading.

If the pyelogram shows any of these features, the patient
will probably be best advised to undergo prostatectomy. Of
the methods available for performing this operation there is
now no doubt that transurethral electroresection carries the
lowest mortality9 and has done for 30 years."0-2 Very large
prostates can seldom be safely removed by this method, and
the retropubic operation in good hands carries a similarly
low mortality even in poor-risk patients with cardiovascular
disease." It also has the supreme advantage that it can be
easily taught and learned, whereas the transurethral operation
is very difficult indeed.

Recently newer procedures have appeared which may per-
haps make operative treatment for the prostate unnecessary,
but none of these are yet out of the proving stage. Cryo-
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surgery is at present undergoing trials in several centres. Its
early trials have met with setbacks.14 Injection of phenol-
acetic acid solutions may save some patients from operation,15
though the long-term sequelae have not been evaluated. Pills
which will shrink the prostate are now undergoing trial in
many centres. With all these new techniques, which are
supposed to carry none of the risks of operation, some ob-
jective method is needed which will show that outflow obstruc-
tion is present at an early stage. In this issue of the B.M.7.
Mr. J. E. Castro, Dr. H. J. L. Griffiths, and Professor R.
Shackman have used the urethral resistance as an objective
measure of outflow obstruction, and have found it more
reliable than the patient's history or the assessment of the size
of the prostate on the pyelogram. Since this measurement
depends on simultaneous measurements of the intravesical
pressure and the urine flow rate it is not likely to find a place
in the ordinary surgery, but it may provide valuable informa-
tion to supplement that obtained by simpler tests, especially
in doubtful cases.

More on Hospital Staffing
The report' of the Health Minister's working party on the
responsibilities of the consultant grade, published last week,
should be the last of the current reports on the subject of
reforming the structure of hospital medical staffing. In a
commendably brief document Sir George Godber and his 11
medical colleagues-among whom were three hospital junior
doctors-recommend that the consultant grade should be
expanded and should be the only permanent hospital career
grade for doctors who have completed their hospital specialty
training. They believe a system of vocational or specialist
registration is essential in the interests of the profession and
also "to assure the public that a doctor is capable of exer-
cising clinical responsibility in his specialty." A training of
approximately eight years should precede vocational registra-
tion, they state, and the number of staff in specialist training
should be related to the number of expected vacancies in the
consultant grade. The working party envisages that general
practitioners will play an increasingly important part in hospi-
tal work, and thinks that there should be permanent part-
time posts for them and for other doctors able to work only
part-time " at a level appropriate to their professional experi-
ence and registration."

In recommending that the consultant grade should be the
only permanent career grade in the hospital service the work-
ing party is in accord with the Joint Consultants Committee's
subcommittee on hospital staffing structure.' Unlike the

Royal Commission on Medical Education,3 which proposed
that full clinical responsibility should be taken by " special-
ists" as well as those in the consultant grade, and the final
joint report on the negotiations between the Health Depart-
ments and the hospital staff's representatives,4 which sug-
gested the continuance-though in an improved form--of the
medical assistant grade, the working party believes that the
routine work of hospitals could be done by more consultants
supported by an increasing number of general practitioners
and others working part-time and by juniors, to the extent
that the requirements of their training allow.
The intractable problem of N.H.S. hospital staffing has

been how to provide for the needs of the service and at the
same time provide proper training for young doctors. Out
of the various reports there now seems to have emerged a
good measure of agreement on how these two objectives might
simultaneously be achieved. It is to be hoped therefore that
some discussions between the Health Ministers and the pro-
fession's representatives, and between general practitioners and
hospital doctors, may shortly begin as a preliminary to action.
Doubtless further problems will arise as talks go on, and as

some of the practical results of reforms become clearer they
may seem less acceptable. For example, the duties of con-

sultants are bound to be more onerous, and they will have
fewer hospital junior staff to support them. The detailed
working of a divisional system, 6 in the organization of hospi-
tal medical staffing, which will probably be an essential part
of a new structure, has yet to be considered, but it must make
some change in existing conditions. The price of a planned
training programme is likely to be less freedom of move-
ment for the younger doctors, and the Government may be
expected to insist that unattractive hospitals should get their
fair share of the increased number of consultants. But here
the hospital doctors could fairly retort that the Government
has for far too long neglected its duty to see to it that there
are no such things as unattractive hospitals. Out of the
discussions must come plans for a hospital service which
throughout will offer proper professional opportunities for all
who work in it. Otherwise the time will have been wasted.
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Rifampicin and Viruses
Because of the very different methods by which they repro-
duce themselves, viruses cause infections that do not respond
to treatment with antibiotics as do bacterial infections. There
are many compounds, such as actinomycin D, which can in-
hibit the growth of some viruses in cell cultures, but in

effective concentrations they are almost always toxic for the
cells in which the viruses grow and thus of no clinical value.
Indeed, apart from such rare exceptions as methisazone in
smallpox and idoxuridine in herpes infections there are

virtually no antiviral agents which are both pharmaco-
logically active and clinically acceptable. Even the success
of methisazone is tempered by the knowledge that its thera-
peutic (as opposed to its prophylactic) use is still unproved.
In addition, smallpox virus, like the other poxviruses, is by
viral standards a large and complicated micro-organism, and
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