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trust will be informative and useful for the
next symposium.

It is reported that none of the participants
were members of the Overseas Doctors Asso-
ciation. I wonder how many, if any, of them
were advised to acquaint themselves with the
aims of objectives of the ODA, and indeed
why the ODA was formed at all. As you know,
between the BMA and Merrison the overseas
doctors felt miserably let down. The ODA is
an outcome of this failure. However, the aim
of the ODA is to work itself "out of office"
when the BMA, the DHSS, and other bodies
recognise the importance and the need of these
overseas doctors as a way of British life.

I am happy to note that you have reported
the recommendations of the Community Rela-
tions Commission. The ODA has pointed out
over and over again the lack of information
from the Postgraduate Medical Federation, the
unhelpfulness of the GMC, lack of construc-
tive information to and from the various high
commissions, poor screening and political
shadow-boxing in the home countries of many
of the immigrant doctors, the undue promin-
ence and injustice of the TRAB test in its pre-
sent form, etc. The ODA has advocated the
subject of physical and emotional acclimatisa-
tion of overseas doctors from the third world
and abolition of temporary registration (after
passing the TRAB test), a blatant form of dis-
crimination in the present context.

Professor Dick has underlined all that the
ODA has said about lack of sympathy, co-
ordination, and inadequate counselling of
immigrant doctors in a strange host com-
munity and already crucified by adverse
propaganda. He has most admirably put
together his analyses of the great difficulties
the overseas doctors face in attachments,
counselling, and job and career prospects-
sensitive matters discussed by him in a
sensitive manner. He goes on to say that if the
existing machinery could not operate satis-
factorily, then the ODA might have to become
more active. I would like you to know that in
about 18 months of its existence the ODA has
24 branches and divisions scattered over the
country, including Northern Ireland. All of
these are more active, area for area, than the
BMA (I am a member of the executive com-
mittee of my division, and a representative to
the ARM).

It was mentioned that the ODA had been
invited to the symposium but had not re-
sponded. This is a matter of great surprise to
the members of the Executive Committee of
the ODA, and no doubt the general secretary
or the chairman of the association will clarify
the matter.

S C BHATTACHARYA
Loughton, Essex

Common waiting lists

SIR,-In the report by the Health Services
Board on common waiting lists for NHS
hospitals' at the end of paragraph 9.4 there
appears this sentence: "Occasionally, because
of under-use of pay beds, private patients
are able now to gain early admission in cir-
cumstances when it would not be granted to
an NHS patient; this should no longer happen
if common waiting lists are introduced."
This sentence seems to me to contain the

nub of the argument. A private bed may be
available, the patient is willing and ready to
go into it, but is to be held back deliberately

because NHS beds are not available to NHS
patients of equal medical priority.

It is clear that there are two queues-one
for private beds and one for NHS beds-just
as there may be separate queues in a street
for buses and taxis. Common waiting lists
for two separate queues are a farce written
to justify the oft-repeated gibe against private
patients of "queue-jumping."

Private patients requiring hospital care
are fully entitled to an NHS bed and could
easily make that queue longer. If they choose
to pay, and pay heavily, for the privilege of a
private bed how can this Government justify
deliberately keeping them out of hospital by
the tawdry device of "common waiting lists ?"
Is it equitable for the taxi to wait until the
bus is loaded and then ensure that one doesn't
arrive at the destination a second before the
other ?

P A T WOOD
Ipswich

Common Waiting Lists for NHS and Private Patients in
NHS Hospitals: Report of the Health Services
Board made under section 6, Health Services Act,
1976. Cmnd 6828. London, HMSO, 1977.

Proclaim it upon the housetops

SIR,-Once again one notices the deliberate
omission of parts of the whole truth by the
BBC, thus deliberately building public
opinion against the doctors' case for a reason-
able restoration of their living standard, and
our case is lost. We will even be maligned.
There is a clear case for presentation to
Britain of clear truth, well and impartially
spoken, and repeated over weeks on ITV.

I suggest a condensation from Dr Keable-
Elliott's letter to general practitioners dated
12 July 1977 on these lines, to the point, and
without woolliness: "The living standards of
doctors will have fallen by about 23-6%
between April 1975 and April 1977. The fall
in living standards over the same period of
the average wage and salary earner is expected
to be 6 "',. If nothing can be done until April
1978 the doctors' standard of living will have
fallen by over 60%."

Please, British Medical Association, get
on your hind legs and fight-not with dull and
harmful strikes but with truth and high skill.

M M SHEPHERD
Blairgowrie, Perthshire

Doctors and administrators

SIR,-I was saddened to read Mr R L L
Simmons's letter (9 July, p 129) entitled
"administrative obstructionism."

I have no wish to debate the individual
issue as I have insufficient information to do
so. What saddened me was the readiness to
generalise from an individual case, We all
know of individual cases of irrational obstruc-
tion by every profession in the Health Service.
But most of us endeavour to maintain a sense
of proportion and not leap from the particular
to the general in a single Olympic feat of
intellectual genius. Since when has the medical
profession, for which I have immeasurable
admiration, claimed "tangible proof" from
a sample of one ?
The artificial dispute between a minority

of doctors and a minority of administrators,
both of whom are subject to any deficiencies

in the organisation of the Service, has con-
tinued long enough. It is high time we dis-
carded such childishness, fit only for television
serials, and thrashed out our common
problems in a friendly and constructive
manner. Not until we do so will the patient
get the best service that we can give.

PETER A HILL
Edinburgh

Points from Letters

Postponing premature labour

Dr IAN KENNEDY (Bamalete Lutheran Hos-
pital, Ramotswa Village, Botswana) writes:
With reference to your leading article (30
April, p 1 118).... Lipshitz et all compared the
*2-mimetics fenoterol, hexoprenaline, rito-
drine, and salbutamol and their effect on
uterine activity and found hexoprenaline to
be the most satisfactory.

Lipshitz, J, Baillie, P, and Davey, D A, South African
Medical_Journal, 1976, 49, 1969.

Television epilepsy

Dr D G FRENCH (Kidsgrove, Staffs) writes: ...
I have found, unexpectedly, that viewing
television through an aperture about 2 mm
in diameter eliminates flicker. Perhaps it
would be worth while to make use of this
observation in a clinic with access to suitable
cases to see if it prevented fits in susceptible
epileptic subjects.

The coughing that gets them down

Dr M SUPER (Windhoek, S W Africa) writes:
... Your leading article (28 May, p 1374) . . .
makes no reference to cystic fibrosis as a
cause of chronic cough. Surely a mention
separate from chronic bronchitis was deserved,
the treatment of the cough being physio-
therapy mainly and absolute avoidance of
cough suppressants. Enough people with cystic
fibrosis reach adulthood to justify its insertion
in the differential diagnosis of cough at any age.

Telling the patient

Dr D MURPHY (Radcliffe Infirmary, Oxford)
writes: In your leading article on pathological
fractures (2 July, p 4), you state that "most
sufferers from malignant disease expect to
share the truth oftheir plight." I would dispute
this statement. What is your evidence ?

Malaria in returning travellers

Dr P DRANSFIELD (Huddersfield) writes: . . .

As pointed out by Dr R G Thompson and
others (4 June, p 1468) there is the possibility
of malaria being imported by visitors to and
from the Indian subcontinent. However, the
visit is not always a very recent one. Two
cases of malaria have been found in recent
weeks in practice here. One man had retumed
in May 1976 from a visit to India and the
other had returned to this country in January
1977 after visiting Pakistan. . . In one the
interval before symptoms and signs developed
was over a year and in the other six months.
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