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System of Postgraduate Training
SIR,-The need for a new system of

postgraduate training is by now self evident.
Correspondence has revealed dissatisfaction
with some of the changes proposed by the
Todd report,' and it is important that
alternatives should be seriously considered.
It is reasonable that a specialist in training
should obtain security within five to six
years of qualification. It would be most
unreasonable to expect the same degree of
experience and competence which could be
obtained from the current average of 10
years' postgraduate training before achieving
consultant status. Although careful planning
of postgraduate training in specialties
will reduce this difference, it seems inevi-
table that a new grade of junior consultant
will have to be introduced if standards are
not to suffer. A possible system of post-
graduate training in a clinical specialty
which could serve as a basis for discussion
is as follows:

Qualification; pre-registration year (rotat-
ing internship); specialist training (in two
parts lasting five years).

Part 1.-General specialist training-that
is, outside chosen specialty, with a six-months
minimum in any special department. At
least two departments must be included.

Part 2.-Specialist training of three con-
tinuous years in own specialty; of this, either
two years would be in teaching hospitals
and one year in district general hospital, or
one year in a teaching hospital, and two
years district general hospital.

This and equivalent diploma leads to a

junior consultant appointment, which is in
some ways similar to senior registrar, but
the holder has full security of tenure within
the region; does not hold beds in his own
right, but is part of a "firm"; may be given
full clinical control of patients; does not
receive personal income from private
patients. A salary in the range C3,500-
£C4,500 at present values is suggested.
A senior consultant would be one who

has beds and may undertake part-time
private practice on a sessional basis if he
wishes. A salary of £5,000-£C6,500 at cur-
rent values is suggested.

Postgraduate training in limited and
highly specialized fields such as neuro-
surgery or cardiac surgery would best be
obtained at the level of junior consultant by
attachment to a clinical department. The
maintenance of postgraduate examinations is
important and serves to avoid the system of
patronage implied by some parts of the
Todd report. The planning of postgraduate
curricula should remain in the hands of the
royal colleges but with assistance where
appropriate from the universities.
There is no place in this scheme for a

widening of the responsibilities of the
General Medical Council.-I am, etc.,

H. GORDON.
Department of Obstetrics and Gynaecology,
Hammersmith Hospital,
London W.6.

REFERENCE
1 Royal Commission on Medical Education, 1965-8,

Report, London, H.M.S.O., 1968.

Language of Illness
SIR,-The statement "Diagnostic features

of the dassical psychoses are little obscured
by cultural variations" in your leading
article (28 March, p. 768) on the "Language
of Illness," needs substantiation. J. E.
Cooper,' has already called attention to the
marked variations in the diagnosis of schizo-
phrenia in two cultures so basically similar as
England and America.

Having worked in two cultures, East and

West, I find significant differences in the
clinical picture of schizophrenia. To take
one example in a survey of schizophrenics
admitted to hospital in Ceylon we found the
incidence of visual hallucinations to be 10%.2
Visual hallucinations are much rarer in
British schizophrenics. This higher inci-
dence of visual hallucinations is probably
related to pre-verbal levels of visual
thinking in the less literate population, as

well as to beliefs in divine and demonic ap-
paritions and visions current in the cultural
milieu.

Another interesting finding was that
when the content of schizophrenic delusions
was explored in assxciation with a cultural
anthropologist, many of them were found to
be compatible with beliefs or superstitions
in the patient's community. Thus the
labelling of a communication by the patient
as being "delusional" was to some extent a
measure of the Western (Maudsley Hospi-
tal) trained psychiatrist's disbelief, rather
than a genuine dissonance between the
patient and his cultural community.

It is indeed a curious state of affairs that
in two sciences claiming to study human
behaviour scientifically we have on the one
hand anthropologists who keep demon-
strating how different people from different
cultures are, and on the other psychiatrists
who extrapolate their sometimes meagre
clinical material to the conclusion that
under the skin all men are psychopath-
ologically the same.-I am, etc.,

L. RATNASABAPATHY.
Stone House Hospital,

Dartford, Kent.

REIFERENCES
1 Cooper, J. E., Some Differences Between British

and American Schizophrenics. Maudsley Lecture,
1969.

2 Ratnasabapathy, L., and Jayasundera, M. G., A
Survey of Admissions to Mental Hospital.
Research Report, Ceylon Mental Health Associa-
tion, 1969.

Depressive Illness in General Practice

SIR,-Dr. A. M. W. Porter is to be con-
gratulated on setting out his findings so
lucidly (28 March, p. 773). On the other
hand, I think his conclusions may be mis-
leading insofar as the author takes as his
terms of reference for depressive illness
"a sustained affective illness in which
depression of mood is prominent."
Most psychiatrists feel that "depression"

is a nosologically inadequate term to
describe the variety of clinical patterns
presenting in differing personality types in
response to stress (whether this is environ-
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mental or internal-for example, psychogenic
or biochemical in origin). The common
factor is a reduction of psychic and/or
motor drive, and may be associated with
disturbance of essential body functions. The
emphasis is on disturbance rather than
depression of function, and it is now 10
years since West and Daily defined a group
of "atypical" depressions' which tended to
respond well to monoamine oxidase inhi-
bitors2 compared with tricyclic antidepres-
sants. These and other workers have been
consistent in referring to depression within
the framework of predisposing personality
types, whereas others, such as Professor
Roth and his colleagues in Newcastle, have
tended to adopt the approach of factor
analysis and describe the illness in bimodal
terms. There are areas of overlap between
these concepts, and "atypical" is approxi-
mately equated with "reactive" or "neur-
otic" depression. It is now dear that this
illness may frequently present with marked
anxiety features and irritability, or even
acting out- behaviour, and that mood
changes are very variable. They may fluc-
tuate rapidly and deeply, or they may rep-
resent a more sustained reduction of drive.
In contrast are the more classical

depressive pictures of agitation and retar-
dation, which may vary considerably in se-
verity. It is to be remarked that the author
has excluded from the imipramine trial 33
out of 93 depressed patients, and of these
11 (12%) were omitted on the basis of se-
verity (referred to hospital), previous anti-
depressive therapy-suggesting a more
severe phasic illness-and the presence of
psychotic features (which might be primarily
affective or primarily schizophrenic).
The effect of these exclusions is
of course to bias the trial towards less
severely depressed patients, many of whom
fall into the atypical or "neurotic" category.
This is also suggested by the frequent
remissions off drugs, the tendency to com-
plain of unwanted (mainly anticholinergic)
effects, and the high incidence of female
patients. Admittedly the failure to fall sick
more frequently in the premenstrual period
-is puzzling, and the very low incidence of
single women requires more evaluation.
The final assessment of imipramine as a

8rug ineffective in general practice is mis-
leading. The author is careful not to ex-
trapolate his findings to the psychiatric
outpatient and hospital populations, where
tricyclic drugs have earned a well-founded
reputation for efficacy. He also makes the
point that much depressive illness in gen-
eral practice responds well to simple sup-
portive treatment, but he also admits that
the spontaneous relapse is high. It remains
to be seen whether this relapse rate can be
reduced by appropriate treatment and more
intensive support, and this applies with
equal force to hospital after-care.

I would finally criticize an assessment of
a tricvclic drug over such a short period
given in a standard dose of 75 mg./day. In
the first place, antidepression is- an all-or-
none phenomenon which appears closely to
follow the natural course of remission3 and
there is considerable variation in dosage
required to do this. Most authorities would
say that imipramine is not usually effective
in doses less than 150 mg./day. Last, as I
have already indicated, tricyclics are usually
not effective in the type of depression
described above. It does not follow they are

always ineffective in such cases, let alone in
cases of severe depression, but they need to
be administered in sufficient dosage and
over a prolonged period of time if neces-
sary.-I am, etc.,

M. J. WOOLDRIDGE.
Department of Psychological Medicine,

Central Middlesex Hospital,
London N.W.10.

REFERENCES
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Yournal, 1959, 1, 1491.
2 West, E. D., and Dally, P. J., British Medical

Yournal, 1959, 2, 433.
3 Kuhn, R., American Yournal of Psychiatry, 1958,

115, 459.

SIR,-The finding by Dr. A. M. W.
Porter (28 March, p. 773) that depressive
illness is commoner in married than in
single women is of interest. Perhaps Dr.
Porter would care to comment on the fre-
quency with which depressive illness in his
married sample was related to the post-
partum period.

A. Ryle,' in a survey of psychological
disturbances associated with pregnancy in
his general practice, found that there was a
far greater risk of depressive illness in the
puerperal period than at other times in a
woman's life. This factor might account for
the difference between married and
unmarried women in Dr. Porter's sample.-
I am, etc.,

P. J. V. BEUMONT.
Department of Psychiatry,

University of Oxford.

REFERENCE
1 Ryle, A., 7ournal of Mental Science, 1961, 107,

279.

Tubal Ligation in Population Control
SIR,-In your leading article on tubal

ligation in population control (28 March,
p. 770) you imply that it is necessary for
women to be in hospital for seven days
after being sterilized, except when the
operation is performed with the laparoscope.

It is my usual practice to perform steri-
lization by the Pomeroy technique using a
small Pfannenstiel incision (sufficient to
allow two fingers to be introduced into the
abdomen) and suture the skin with plain
catgut. This is within the bounds of com-
petence of all gynaecologists whereas the
use of the laparoscope is not. Using this
technique patients are admitted on the day
of operation and go home if they wish to on
the second day-i.e., have two nights in
hospital. This stay in hospital I believe is
long enough to detect peritonitis from
infection introduced at operation. There
should be no other serious local complica-
tion and certainly I have not experienced
any.
When patients have this time schedule

explained to them they will usually accept
sterilization later in the puerperium, being
re-admitted with their baby. Delayed
sterilization offers many advantages, the
decision for the parents being easier when
the baby is seen to thrive and the dangers
of pulmonary embolism being lessened, to
name only two. If this pattern of admission

was adopted more widely, there would be a
marked change in the type of occupancy of
gynaecological beds.-I am, etc.,

LLOYD RANKIN.
Chelmsford, Essex.

SiR,-As an Indian I feel quite concerned
with your leading article on tubal ligation
(28 March, p. 770). Of course every method
of contraception has its application in dif-
ferent perspectives, but we in India can
hardly afford to consider anything which is
more expensive than other methods feasible
in our country.

Poverty, ignorance, and social taboos are
the main obstacles in the implementation of
any succesful family planning programme in
India. But considering all these aspects I
think I.U.C.D. would have been the most
suitable contraceptive measure. It is a pity
that after its initial response this major
drive by the Family Planning Commission
of India has lost its impact on account of
certain malpropaganda. Its very few remote
complications have been magnified suffi-
ciently to scare the multitude of the igno-
rant populace in India. I have seen a
number of women in this country using
I.U.C.D. for quite a few years and leading
a happy healthy life with regular check ups.
I am convinced that instead of virtually
winding up the whole programme, if our
government established more rigorous fol-
low-up clinics, I.U.C.D. would have been
the most suitable family planning method in
India.

I do agree that as a method of contra-
ception tubal ligation is applicable under
certain circumstances, but why put it in the
perspective of India's population explosion?
We are grateful for your generous thinking
about our problems, but it requires more than
an armchair proposition to solve the enor-
mous magnitude of the problems in India.
Economy is the main consideration in any
new development in India, and tubal liga-
tion if anything is certainly not economic. I
only hope that your sensible discussion
would not add confusion to the minds of
the bureaucrats in our planning commis-
sions.-I am, etc.,

S. DAS.
Ashington Hospital,
Northtumberland.

Recruits for Venereology

SIR,-Dr. W. Fowler's recent letter (28
March, p. 816) stresses the difficulties in
recruiting medical graduates for training as
venereologists and he cites, as one reason
for this, the poor opinion of the specialty
held by the medical profession in general.
If this poor image and the reaction to the
subject of venereal disease were the result of
a hostility peculiar only to our medical
colleagues then it would not be too difficult
to remedy. The problem, however, lies
much deeper. It is not, as Dr. Fowler
claims, during their university years that
medical undergraduates are inculcated with
irrational feelings which make it difficult for
them to think in an objective manner about
a subject concerned with sexual behaviour
and venereal disease. Both their teachers and
themselves tend to find it impossible to
view sexual behaviour in a non-evaluative
way. Their teachers have often succeeded in
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