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As a logical progression from such studies, some interest is
now being shown in the idea of giving the patient his radio-
therapy several times each day, with intervals of only three to
four hours between exposures. When Jakobsson and his
colleagues7 8 tried this superfractionation they kept the overall
time of each course of treatment the same and showed that a
much higher dose had roughly the same effect. Svoboda9 has
in this way reported 37 patients treated, but with a drastic
cut in the overall time from a few weeks (treated daily) to a
few days (treated thtee times each day), the total dose in rads
and total number of fractions staying the same. On theoretical
grounds, Jakobsson and his colleagues argue that poorly
oxygenated tumour cells might be less radioresistant if
treated in this way, while Svoboda believes there are some
grounds for thinking that during the three hour period
between exposures cancer cells will be less likely to recover
than normal cells.
From the practical point of view, if it is confirmed that the

traditional advantages of splitting the total dose into at least
15-20 fractions can be retained while at the same time com-
pressing the overall time of treatment into a few days, then-
given the necessary day-to-day resources in staff and equip-
ment-this policy could be a boon to many patients and could
help the shortage of radiotherapy beds.
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Ourselves as Others See Us
Nothing is more natural than a host's curiosity about the
thoughts in the head of his departing guest; and occasionally
he may find them out without any subterfuge. A young
American surgeon, J. L. Cameron, has recently described'
for his own countrymen his reaction to university medicine and
the N.H.S. during a brief travelling fellowship in Britain last
year. Mostly the account is eulogistic, but for that reason the
few criticisms are of interest as coming from an observer with
no axe to grind. Our visitor thought that the close control kept
over consultant and senior registrar posts did much to maintain
high clinical standards-"there is no way that an overabun-
dance of board eligible but poorly trained surgeons can be
turned out in Britain." Yet as a corollary, he goes on, surely it
should be possible to weed out unsuitable trainee surgeons
before they have spent five or more years nurturing their
ambitions? When such a doctor finds he cannot get a senior
registrar post, he is left with only a few options: to emigrate,
switch specialties, or go into general practice. While Cameron
realized that the N.H.S. has operated this wasteful system in
order to find junior staff to do its work, he did not see ex-
pediency as an adequate justification.

In other ways, however, British doctors are cushioned from
reality; and a notable omission from the university units
Cameron visited were the rigorous sessions ofself-examination
so common in North America. Few hospitals here hold regular
mortality and morbidity conferences, in which deaths and

complications are discussed for teaching purposes and the
sessions incidentally act as checks on the quality of care. Why
has audit2 not caught on ? Finally, he was surprised that despite
the N.H.S. there was little interest in the cost of health care.
"It was my impression," his article says, "in making ward
rounds throughout the British Isles and Ireland that patients
were kept postoperatively for longer periods than is the practice
elsewhere."

These deficiencies in the N.H.S. have been recognized
before3; but as yet there has been no sense of urgency in
dealing with them. Perhaps the coming months of economic
restraint may concentrate our minds wonderfully on this
aspect.
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Acute Cholecystitis in
Childhood
"Fair, fat, fertile, and forty" is an aphorism overdue for
retirement. Every month the surgeon sees gallstone disease in
elderly men and in young women in their early 20s who have
borne only one child. Occasionally, too, cholecystitis may be
seen in a child. There is a surprisingly large number of reports
describing this unusual occurrence, and the latest contribution
is an account of 16 children with acute cholecystitis seen over
16 years at the Hospital for Sick Children, Toronto.' All were
under 15 years of age, two were less than 4 months old, and
another five were under 5 years. In 11 the illness had lasted
less than 48 hours, but in the other five it extended over one to
four weeks. Abdominal pain was localized in the right upper
quadrant in 12 patients and a tender mass was palpable there
in seven. Plain radiographs of the abdomen were not helpful.

Thirteen patients came to operation and in ten, in spite of
their age, the signs were so typical that a correct diagnosis was
made: two were thought to have acute appendicitis and one to
have intestinal obstruction. Urgent cholecystectomy was
carried out in 11 patients and in four of them the gallbladder
was gangrenous. Two cholecystostomies were made.

Gallstones were present in only three ofthe 16 children, and
this is in keeping with other accounts.2 Absence of calculi is
almost the rule when acute cholecystitis occurs in infancy, and
the described cases3-6 are remarkably similar-all were under
3 years of age, all had pain for about 48 hours and presented
signs ofright-sided peritonitis, and all were considered to have
high retrocolic appendicitis. Because of the site of tenderness,
three were opened through a right upper paramedian incision
and in three the gallbladder was gangrenous. A similar picture
has been described in older children.7
Of 19 children seen in Liverpool who did have gallstones8

only two, aged 3 months and 2j years, presented acutely and
both were thought to have perforated appendicitis.

In the past cholecystitis in childhood has been said to be
associated with the pigment stones of acholuric jaundice or
with typhoid or streptococcal septicaemia,9 but these causes
are not often met nowadays, at least in Britain.
When Ulin and his colleagues made their survey'0 of

cholecystitis in childhood in 1952 they collected 326 cases from
around the world but remarked that so distinguished a
paediatric surgeon as Orvar Swenson had told them that he
had never seen an example. Though the ordinary surgeon is
unlikely to see acute cholecystitis in a child more than once or
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twice in his working life, it should not be forgotten (along with
acute pancreatitis) when a child has signs of acute inflamma-
tory disease in the right upper quadrant of the abdomen.
Retrocolic or subhepatic appendicitis is a much more likely
cause of such signs, but when they appear typical of acute
cholecystitis the surgeon should make sure of good access by
using a right paramedian or a subcostal incision: when the
diagnosis is confirmed then cholecystectomy is the treatment
of choice.
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Change of Heart?
Has Mrs. Castle really had a change of heart? She has written
the B.M.A. two promising letters (26 April, p. 202) and if
these are accompanied by a genuine understanding of con-
sultants' grievances then formal negotiations will have a better
prospect of success.

Consultants took militant action last December (4 January,
p. 4) because after several months of niegotiations on the con-
tract their leaders judged that the Secretary of State was
unsympathetic to the predicament of senior hospital doctors.
She appeared determined to use the consultants' wish for a
new contract' as a means of introducing constraints on their
conditions of work that smacked too much of political dogma
and too little ofcommon sense. Her proposals were skilfully
enough presented to make them seem a tempting bargain,
particularly to whole time senior staff, but most consultants,
suspicious of the long-term implications for their professional
independence, supported their negotiators' rejection of the
Castle contract.
The joint action ofthe B.M.A. and the Hospital Consultants

and Specialists Association had dramatic headline impact
but less immediate effect on the N.H.S. Nevertheless, as the
majority of senior doctors quietly persisted with their "work-
to-contract"-despite their instinctive dislike of such action-
the serious consequences for the Health Service became
increasingly obvious. As any responsible negotiators must
do, attempts were made to clear the ground for a resumption
of formal discussions. The outcome was a letter from the
Secretary of State on 11 February (22 February, p. 468). The
profession was disappointed, as it contained little evidence of
any new approach by the Government. The two associations
agreed, however, to ask the Prime Minister to break the
deadlock. His reply was to sidestep the request by linking the
consultants' contract dispute with the impending Review
Body report on N.H.S. doctors' pay. The profession had
always seen the objective of an improved consultant contract
as separate not only from the future of N.H.S. paybeds but
also from the regular reviews of N.H.S. doctors' pay.
The consultants then divided on what their next step should

be. The H.C.S.A. wanted to put pressure on the Government
whereas the Central Committee for Hospital Medical Services

decided to make one final attempt to clear up the misunder-
standings between the Government and the profession on the
interpretation of consultants' existing contracts. Subsequently
Mrs. Castle agreed, in an open letter to Dr. Stevenson (29
March, p. 749), that "talks about talks" could start. It is the
result of these informal talks with the B.M.A. (the H.C.S.A.
was not represented, in view of its decision to take a differ-
ent line) that has exacerbated divisions within the consultants'
ranks.
The H.C.S.A. criticized the letters, the talks that preceded

them, and the C.C.H.M.S.'s subsequent decision to lift
sanctions. It is now balloting its members on two questions.
One is unexceptionable and asks whether in the light of recent
developments the work to contract should be lifted. The second
may astonish many doctors: it asks whether sanctions should
continue until the H.C.S.A. is recognized in direct negotia-
tions. While no one would dispute the H.C.S.A.'s freedom to
press its case for a say in negotiations with the Government,
to do so by involving patients in an intraprofessional argument
is surely wrong.

Despite the H.C.S.A.'s representatives' outspoken criticism
of the talks at its meeting on 18 April, the C.C.H.M.S. con-
cluded that Mrs. Castle's definition of the option agreement
provided a sound base from which to negotiate the improve-
ments offered in her letter to Dr. C. E. Astley (26 April,
p. 202). In clarifying the present contract she agreed that: the
number of sessions for a maximum part-time consultant is
normally nine; the employer "needs to secure substantially
the whole ofthe consultant's professional time"; in interpreting
the obligation to give N.H.S. duties priority "it can only
operate in the light of the consultant's ethical obligation to all
his patients when emergencies arise . . ."; and, because the
holder of a maximum part-time contract "has been, and is,
entitled to undertake private patient practice, in his case the
full programme of his N.H.S. duties has been drawn up more
flexibly to meet the needs both of himself and his employing
authority." (The italics are ours.)
Among modifications to the present contract that Mrs.

Castle has accepted in principle arevoluntary additional sessions
for extra work (for both whole- and part-time consultants);
emergency recall fees; recognition of administrative work;
payments for new family planning work; and London weight-
ing. After seeing the Government's ideas of a closed contract
many consultants have developed a sudden affection for the
flexibility of their present contracts. They no doubt feel that
if its principles could be retained and an element of "reward
for work done" added then that might well be a reasonable
compromise. This, in effect, is what the C.C.H.M.S. nego-
tiators are confident they can achieve. In the present circum-
stances they see a new contract as a long-term aim: one that
recent events suggest needs much more careful debate among
consultants.

It was not, however, just the contents of the letters that
persuaded Mr. A. H. Grabham and his colleagues that the
time-was ripe for reviving the Joint Negotiating Committee.
They sensed a new atmosphere on the Government side during
the all night discussions a fortnight ago-Mrs. Castle seemed
to have had a change of heart. As Mr. Grabham points out
(p. 279), the decision to reopen negotiations was based on an
assessment of consultants' views-"most ofwhom are reason-
able men." Some were distressed about the work to contract:
others will think that the negotiators have given way too soon.
But strength is not necessarily militancy. It is also knowing the
right moment to drive a hard bargain.
1 British Medical Journal, 1974, 4, 419.
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