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though enthusiasts have extended the procedure to patients
with milder symptoms on the basis that subsequent myo-
cardial infarction will be less likely to occur. Essential pre-
requisites to the operation are a viable myocardium, evaluated
by means of left ventricular angiography; a patent distal
segment of artery; and accurate delineation of blocked or
severely obstructed coronary arteries by high quality coronary
arteriography.

Early results are encouraging. Favaloro reports from the
Cleveland Clinic over a thousand saphenous vein bypass
operations with only a 4% operative mortality.7 A mortality
below 6% is the rule in other series. Early symptomatic
improvement or disappearance of angina is gratifying in the
majority of patients, and patency of the graft, shown by
selective angiography at follow-up examination six to twelve
months later, can be as high as 80%. Sceptics, however,
remember the similar waves of enthusiasm that accompanied
the Beck, Vineberg, and cardiac transplantation operations
at this period of their development and recall that saphenous
vein bypass grafts in the femoro-popliteal region, where the
vessels are larger than the coronary arteries, have only a 40%
patency rate after five years. They prefer to wait for a further
period of follow-up before adopting this procedure un-
reservedly.

This bypass operation does not solve the problem of a left
ventricle handicapped by an infarct. Cardiogenic shock
following a myocardial infarct may be due to a localized area of
myocardium acting in a similar manner to aventricular
aneurysm in embarrasing left ventricular function. Excision
of this area of non-contractile tissue, cutting back the muscle
to actively bleeding tissue, can be shown to improve the
cardiac output and correct cardiogenic shock, and the operation
is becoming increasingly used.9 10 The final development has
been the incorporation of all these three approaches-the
Vineberg internal mammary artery implant, direct saphenous
vein bypass grafts, and excision of akinetic areas of left
ventricular muscle-into the same operation, and this too can
be carried out with a remarkably low mortality.7

Infarction of the mitral valve mechanism and ventricular
septum causes other complications surgery can cure.
Mitral regurgitation following infarction of the papillary
muscles can be corrected by replacing the mitral valve, and
ventricular septal defects due to ischaemic perforation of the
septum can be closed.
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Gaps in Venereology
Gonorrhoea and cholera are the only infectious diseases
that are spreading epidemically in the world today. While
in Britain the second is a threat from the occasional im-

ported case rather than a disease to be reckoned with,
gonorrhoea continues to increase in prevalence here as it
does in many other parts of the world. Yet the posts in our
venereal disease departments are not fully staffed.
The formation of an Intercollegiate Committee on

Venereology is therefore timely. The Royal Colleges of
Physicians of London and Edinburgh, the Royal College of
Physicians and Surgeons of Glasgow, and the Medical
Society for the Study of Venereal Diseases have joined to
establish the committee, and the first report' has just come
from it. Figures from the Department of Health given in
the report show that last September there were 136 doctors
practising in the specialty of venereology in England and
Wales and that 18 posts were vacant. The dearth of regis-
trars and senior registrars is particularly notable, and
though the general staffing situation is said to be better in
London than in the provinces the venereal diseases are
unfortunately as prevalent in the big industrial cities and
ports as they are in the metropolis. Some improvement is
expected in the long term by the appointment of more
registrars and senior registrars, but the existence of vacan-
cies at present suggests that the career itself must be made
more attractive.2
One obvious deficiency to which the report draws atten-

tion is the academic study of venereology-"the only
medical specialty without a university chair." Good reasons
may certainly be found for remedying that, but perhaps
more novel is the committee's suggestion that general prac-
titioners should be offered more opportunity of studying
this branch of medicine. The specialty itself is concerned
with a far more varied group of infections and infestations
than the legally defined venereal diseases (syphilis, gonorr-
hoea, and chancroid). In fact only about a quarter of patients
attending the venereal disease clinics are suffering from one
of these.3 Moreover many patients present themselves to
their general practitioner in preference to a clinic. There
may therefore be an advantage in following the lead set by
Liverpool University, where a three-months course leads to
a diploma in venereology.
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Management of Renal
Failure
Though the topic of renal failure has had its fair share of
the recent medical literature, reports on it are as widely
dispersed as they are on most other medical subjects today.
Progress in maintenance haemodialysis and renal trans-
plantation in particular has been so rapid that the non-
specialist has a difficult task in keeping pace with even the
main developments. For this reason the current issue of the
British Medical Bulletin,' which is devoted to the manage-
ment of renal failure, is particularly welcome. It provides
up-to-date accounts of maintenance haemodialysis in the
hospital and in the home, of renal transplantation, and of
the all-important relationships between these methods of
treatment. However, in the management of end-stage renal
failure technical has outstripped economic feasability, and
the disparity between potential and practice has recently
been pointed out in these columns.2
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In less highly developed countries, where the provision
of resources for maintenance haemodialysis is an unjustifi-
able extravagance, acute renal failure deserves more atten-
tion. Advances in its management have lately been less
spectacular but no less crucial than those in chronic renal
failure. In his article in the Bulletin on the acute uraemic
emergency Oliver Wrong stresses the need for critical
attention to saline excess or depletion. It will encourage
those working without access to complex laboratory methods
of determining saline requirements to learn that clinical
assessment remains the most useful guide. He gives a
balanced account of the place of conservative methods of
treatment, of haemodialysis, and of peritoneal dialysis, the
theoretical and practical aspects of which are dealt with
separately in an article by J. Henry Jones.

Renal failure in tropical countries presents problems
very different from those of temperate regions in regard to
both causes and facilities for treatment. M. S. R. Hutt and
A. J. Wing give a valuable account of these, based on their
experience in Uganda. Acute tubular necrosis is common
and is often seen in association with systemic infections,
glucose-6-phosphate dehydrogenase deficiency, and occasion-
ally falciparum malaria. The importance of Plasmodium
malariae as a cause of the nephrotic syndrome and chronic
renal failure is stressed, as is that of gonorrhoea and
schistosomiasis as causes of obstructive uropathy. The
authors show that peritoneal dialysis used judiciously is
feasible and can be successful in the tropics. Specialist
paediatric nephrologists are still rare, and paediatricians and
adult nephrologists who care for children with renal failure
will find the article by T. M. Barratt on renal failure in the
first year of life of considerable interest. He deals with the
important causes such as acute tubular necrosis, renovascular
accidents, disseminated intravascular coagulation, and
obstructive uropathy, and gives a guide to the management
of the problems peculiar to this age group.

Reviews of recent progress in other subjects such as
hypertension, anaemia, surgical aspects, and dietary treat-
ment of renal failure contribute to make this issue of the
Bulletin a fitting record of the remarkable achievements
within a short time in this field. Though some of the
advances have been dramatic the achievements have resulted
largely from, as D. A. K. Black says in his introduction,
"co-ordinated application of a generally increased expertise
in bio-engineering, immunobiology, clinical pathology, vas-
cular surgery, urology, and that branch of clinical medicine
which is coming to be known as nephrology."
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New Review Body

Lord Kindersley and his fellow members of the first Review
Body on N.H.S. doctors' pay resigned a year ago when the
Labour Government held up publication of its twelfth re-
port and referred it to the National Board for Prices and
Incomes, and criticized some of the reasoning behind the
recommendations for substantial increases in pay.' Naturally
this had also prompted strong reaction from the profession.2
After the general election, however, Sir Keith Joseph

promised the profession a new review body,3 though he re-
fused to implement the twelfth report in full.4
The Prime Minister anounced the chairman and members

of the new Review Body in a written Parliamentary answer
on 26 May.5 So it has taken about 10 months to reassemble
the machinery which doctors rightly regard as essential for
a fair and regular assessment-free of political entangle-
ments-of the value of their work.
The chairman is to be Lord Halsbury, Chancellor of

Brunel-University, Fellow of the Royal Society, and director
of the Distillers Company. The other members, like the
previous review body, come from academic and business
life. One of them, the deputy chairman of I.C.I., Mr. Peter
Menzies, as well as being on the doctors' Review Body, will
also review M.P.s' and civil servants' pay. The other mem-
bers so far appointed will serve only on the doctors' and
dentists' Review Body. They are Professor Ronald Grave-
son, Professor of Law at King's College, London; Mr. Ian
Macdonald, chairman of the Royal Bank of Scotland; and
Professor Peter Moore, of the London Business School.

Fortunately, the Government had promised to make any
increases for non-training grades retrospective to 1 April
1971,6 but doctors may wonder why it has taken so long
to launch the new Review Body. One reason may have been
the Government's intention, made clear in discussions with
the profession,7 that there must be some cross-representation
with the other review bodies, which no doubt made the
selection procedure a little more complicated. It is likely
too that the Prime Minister had difficulty finding a suitably
experienced chairman who was willing and able to take the
job. It is an onerous, responsible, and almost thankless task,
for a "referee" rarely pleases both sides, and the treatment
by previous governments of Lord Kindersley and his col-
leagues would make even the most public-spirited person
pause before accepting such a hot seat.

However, the new men are now installed and the Office
of Manpower Economics7 is ready to service their delibera-
tions. The B.M.A. has strengthened its team of expert ad-
visers and has the necessary evidence for the forthcoming
review in its final stages. But with the best will in the world
it is bound to be several months before the verdict can be
given. As well as receiving written' evidence from the pro-
fession and the Department of Health the Review Body
usually gives each side an opportunity to comment on the
other's evidence. It also receives oral evidence, which
usually covers several meetings. It is more important to
get the right result than a hasty result, and apart from sort-
ing out the anomalies arising from the amended recommend-
ations of the twelfth review Lord Halsbury and his col-
leagues will have a formidable task in assessing the
implications of the present economic situation for doctors
and dentists. The profession has been patient for the long
period of gestation and will no doubt be more than willing
to give the new men ample time to cope with their dual
tasks of reviewing the outstanding part of the Kindersley
award and looking forward to the next review period. The
Government would be foolish this time to seek to interfere
with the results. To do so yet again would gravely under-
mine the concept of a review body providing a fair and
independent judgement.
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