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Unheard Voices
No statistician would accept a sample of 10 from 10,000 as representative-
at least when they are doctors. So can any valid conclusions be drawn from
the interviews with ten peripheral consultants by our special correspon-
dent' in the series "Unheard Voices"? Perhaps surprisingly, a considerable
unanimity can be found in many of the opinions they expressed on their
diverse professional lives.
Most of these consultants were broadly satisfied with the kind of

medicine they could practise within the Health Service; in fact, several
mentioned that they had actually rejected emigration because of the appeal
ofthe principle of the National Health Service. They had few difficulties in
putting their training into effect, and their clinical freedom was completely
unfettered. Again, out-of-date buildings and shortage of nurses and other
ancillary staff, though mentioned, were not the dominant complaints that
might have been expected. But most of them were worried, seeing them-
selves remote from the bodies responsible for decisions bound to affect
their daily work very soon. They believed that, in contrast to general
practitioners and hospital junior staff, they had missed out on both public
sympathy and a realistic pay rise. Their reward for a long apprenticeship
had been increasing work and too little help to cope with it. Recent
reports-Cogwheel, the Green Papers, and the Responsibilities of the
Consultant Grade-had ignored their particular plight and could only,
they thought, have been written by people remote from the hurly-burly of
medicine in the British provinces.

Problems of communication may indeed be the major issue to have
come out of this series. A frequent complaint was of a sequence of events
that brought no reward: hours spent in committee discussinĝ some
proposal, often minor and costing little; sending this to the centre; and,
after considerable delay, receiving a negative reply giving no reasons or
only ones which made it obvious that the reasons behind the proposal had
been either completely misunderstood or ignored. For this reason several
consultants had come to doubt whether it was worth their while to sit on
committees at all.
The second main complaint was of poor pay. The consultants thought

not only that it was low for the long hours worked but that it compared
unfavourably with pay in other professions and also in other branches of
medicine itself. Should not a newly appointed maximum part-time con-
sultant be paid at least as well as a much younger assistant in general
practice? Was it right that to do any private practice they should have to
give up nearly a fifth of their salary? (It is notable that though many ofthem
found their private earnings fell far short of the loss in salary they were
reluctant to opt right out ofprivate medicine.) Why was no allowance made
for time spent on committee work, dictating letters, and much post-
graduate teaching? Why was there a continuing disparity between different
regional hospital boards, so that one might offer a newly appointed con-
sultant three increments on starting and a neighbouring board none at all?
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Thirdly, most consultants were worried about junior
staffing. Though they welcomed the recent improvement in
the hours juniors worked and the training schemes introduced
for them, these, they pointed out, had been achieved only at the
expense of the consultants themselves. The work was going
up steadily, and a consultant might find himself on call for
longer than his houseman. But even more serious was the
possibility that the number of junior staff would be reduced-
leading Dr. Cadwallader, the anaesthetist, to remark that
consultants might even come to look on the present position
in peripheral hospitals as a golden age. Admittedly something
must be done to ensure that all junior jobs were true training
posts, but why could not rotation between teaching and
peripheral hospitals be the rule for all grades, rather than the
exception?

Given that the total spent on the hospital service is unlikely
to rise very rapidly-and that the paramount problems of
these consultants are of delays and poor communication-can
any improvements come from changes in management? In
particuiar, how can the consultant at Casterbridge be made to
feel that his views have been taken into account at the Elephant?
In a not dissimilar situation in the United Oxford Hospitals a
report by a team of management consultants was found to
help.2 There McKinsey & Co. were asked to examine the use
and misuse of resources and to suggest how the management
structure could be improved. Their main recommendation-

which has since been put into effect-was to set up a small,
tight-knit executive committee composed of members in the
mainstream of hospital work. In practice this has meant that
difficult decisions can be taken with speed and authority,
"which would have been virtually impossible under the
previous medical staff council structure."
Two obvious difficulties arising out of this Oxford scheme-

communications and involving the ordinary board member in
the work of the hospital-have been tackled by issuing a news
bulletin every month and by asking board members to take a
special interest in one aspect of the hospital's work. Inter-
estingly enough, in the light of the peripheral consultants'
complaints that money unspent could not be carried over
from one year to the next, another recommendation by the
McKinsey team was that each division should be given
greater financial control through decentralization.

Clearly consultants at the periphery have many problems
for which no solution is yet offered, and no single measure-
such as an improved management structure-can act as a
panacea. But running through every account in this series has
been the complaint of poor communication. Disappointingly
the suggestions in the second Green Paper seem certain, by
increasing central direction of the Health Service, to increase
these complaints. There is still time for another look.
The last article in this series appears at p. 171 of this week's B.M.J.

' Sleight, P., Spencer, J. A., and Towler, E. W., British Medical3Journal,
1970, 1 682.

Diverticular Disease
Diverticula of the colon, once looked on as pathological
curiosities, are now recognized as being common in Western
communities, and they increase in incidence with advancing
age.' 2

Until recently clinicians, radiologists, and pathologists have
talked about two diseases. The first, diverticulosis, signified a
bowel studded with diverticula. These were not inflamed,
did not obstruct the colon, and left the patient virtually
unmindful of their presence. The second, diverticulitis, was
further classified into acute and chronic. The features of an
acute inflammation of a diverticulum, with peridiverticular
abscess or free perforation, were easy to define both clinically
and pathologically. Chronic or recurrent diverticulitis, con-
sidered to be due to long-standing inflammatory changes,
showed itself clinically with pain, tenderness, constipation, or
even subacute obstruction, while radiologically a narrowing
and distortion of the affected segment of sigmoid colon could
be seen. The important work of B. C. Morson3 shook these
ideas. He showed by detailed studies that specimens of colon
resected as examples of so-called chronic diverticulitis often
showed no evidence at all of inflammation. He pointed out that
they did, however, have a typical thickening of the muscular
wall which itself could be sufficient to cause symptoms of
obstruction. To denote this state of affairs he used a term
"diverticular disease." S.-C. Ming and F. G. Fleischner,4 of
Boston, studied 62 consecutive surgical specimens of sigmoid
colon resected because of a diagnosis of "diverticulitis."
Sixteen of these showed no inflammatory disease, and not one

Manousos, 0. N., Truelove, S. C., and Lumsden, K., British Medical
J'ournal, 1967, 3, 762.

2Hughes, L. E., Gut, 1969, 10, 336.
3Morson, B. C., British Journal of Radiology, 1963, 36, 385.
4Ming, S.-C., and Fleischner, F. G., Surgery, 1965, 58, 627.
5 Parks, T. G., British Medical Journal, 1969, 4, 639.

represented true chronic diverticulitis-that is, chronic
inflammation limited to the diverticular lining. Where patho-
logically confirmed diverticulitis was present, it comprised
acute inflammation of a diverticulum with its consequences-
peridiverticulitis, pericolic abscess, formation of sinus or
fistula, or free perforation with peritonitis. Acute inflammaton
of a diverticulum might also produce massive bleeding due to
erosion of an adjacent vessel.

T. G. Parks,5 studying 521 patients with diverticular disease
of the colon at the Royal Victoria Hospital, Belfast, has
recently pointed out the difficulties of distinguishing clinically
between diverticulosis and diverticulitis. On comparing the
95 patients with the former diagnosis with the 426 patients
diagnosed as the latter, little difference could be found except,
naturally enough, that those with abscess formation, fistulae,
free perforation, or gross obstruction were labelled "diverti-
culitis."

In this issue of the B.M.J. Mr. Parks and his colleagues
now report the limitations of barium enema examination in
the differentiation between diverticulosis and diverticulitis of
the colon in a study of 461 radiological examinations. By a
rather happy statistical coincidence, 230 were reported as
having diverticulosis and 231 diverticulitis. When 40 of the
barium enemas were reassessed by two radiologists and the
reports compared with the original report, all three agreed
on only 15 occasions, and in the 12 cases in which a radiologist
considered inflammation to be present the pathologist was
unable to confirm this in any of the resected specimens.
Comparison of the clinical features such as pain, vomiting,
bladder symptoms, distension, the presence of a mass, bowel
habits, and so on again disclosed little difference between the
two groups. In the whole series of 461 examinations carcinoma
was suspected in 23 but not confirmed, suspected and subse-
quently confirmed in 6, and not suspected but subsequently
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