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MR KLEIN: The medical profession also has an important
educative role in trying to persuade nurses and ancillary workers
that, for example, the woman who stabbed her baby should
not be in prison but in a mental hospital. The medical profession
does not carry conviction in psychiatry because it has interpreted
leadership in a terribly narrow sense of "We take the clinical
decisions and that is what leadership means." Actually leading
a team means fighting its battles. You do not just tell them
what to do but also kick up a fuss on their behalf.
To return to the main theme, isn't Dr Clare's paper saying

that psychiatrists are very peripheral to psychiatry? For most
of the patients most of the time it is the ancillary and nursing
staff who are most important. To take the recent report on St
Augustine's, what struck me was that here was a sort of closed
community run by nurses: the doctors didn't really come into it.
If that is the right way of organising things then the responsi-
bility has to be put where the work is. If the nurses do 99",
of the work in the chronic long-stay sector, providing the care,
determining the environment, then shouldn't they be formally
allowed responsibility ? Isn't that partly what the whole argument
is about ? When you look at the various inquiries in the psych-
iatric and handicapped long-stay sector in recent years, how
many of them were instigated by doctors ? Not many. Surely, a
sense of responsibility implies a duty to do something when things
go wrong.
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Most of the countries which John has so far been invited to
consider have been, and will remain, unusual targets for a
British doctor. Many will seem impossible because of language
barriers or academic and clinical unsuitability. So it will do him
no harm to turn his sights this week down the heavily trodden
path that leads to Boston, Massachusetts, USA. That is what I
did, and I have found it valuable, not only for academic and clini-
cal insights, but for many subtler (and in the long term) more
useful revelations that come from living in a country apparently
so like the UK, yet in fact totally different.

Why Boston?

Bostonians like to refer to Boston as "The Hub," by which,
of course, they mean the hub of the civilised world. This parti-
cular affectation may approximate to the truth so far as their
medical institutions are concerned. Thus in this small city there
are at least 100 foreign doctors on postdoctoral fellowships and
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similar posts, many of whom are British. Why should Boston
medicine be so eminent? It is probably a matter of motive and
opportunity; motive is complex. In Boston, the American habit
of aggressive self-advancement has been grafted on a long
tradition of intellectualism. Even Dickens, who was no enthu-
siast for America, wrote in his American Notes (1843) that in
Boston "the almighty dollar sinks into something insignificant
amidst a whole pantheon of better gods." The aggressiveness
of the intellectual habits of Boston has a very alien feel for one
familiar with the gentler traditions of Britain, but it is thereby
all the more stimulating for the visitor.

Opportunity is no less important than motive. Boston
harbours a preposterous number of doctors. Since, in America,
a doctor can sustain himself comfortably on relatively few
patients, and since a free market system puts few pressures on
that system to spread doctors evenly around the country, many
doctors stay on in Boston. Since they are, by most standards,
underemployed, they have both the opportunity and incentive
to spend time on the details of medicine and medical research.
The fact that relatively few university or hospital staff have
irrevocable tenure of their posts adds piquancy to the continuing
desire for noticeable achievements. To these things are added
the substantial momentum of the universities.
The dominant institution is Harvard University, its medical

school and associated teaching hospitals. Geographically,
these are in two main parts. In downtown Boston is the
megalithic Massachusetts General Hospital; confident, self-
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sufficient, and so densely staffed that at times almost everyone
of importance in American medicine seems to have come from
there.

In uptown Boston is the medical school campus with the
preclinical departments, special institutions like the Sidney
Farber Cancer Center, the Joslin Clinic for Diabetes, the
Harvard School of Public Health, and the Countway Medical
Library. The patients here are divided among many contiguous
institutions, among which the most important are the Children's
Hospital Medical Center, the Peter Bent Brigham Hospital,
the Beth Israel Hospital, the Boston Hospital for Women, and
the New England Deaconess Hospital.

In addition to Harvard, there is Boston University and
Tufts University (both of which have medical schools) and the
Lahey Clinic.

Who might want to come?

The answer is lecturers, senior registrars, and registrars in all
specialties. Since it is the very detailed study of clinical material
rather than the management of large numbers of patients that is
peculiar to Boston the place is most suitable for those with an
academic bent. Appropriate posts are clinical and research
fellowships, and also instructor and associate posts. Hiring and
firing is a flexible business in America, no less so in medicine.
The would-be visitor, therefore, is unlikely to find a post by
looking at the advertisements in American journals. Jobs must
be arranged by personal contact, though some are filled on a
regular basis by rotation from various British hospitals. Senior
registrars or lecturers from the UK in popular specialties such as

general surgery or medicine will find they can come only as
clinical or research fellows. These are nominally training posts.
In "shortage" specialties, such as anaesthesia and radiology, the
British graduate may be able to come as an instructor, or even
as an assistant professor, and will have the pleasure of turning
the tables on his general medical and surgical colleagues by
being paid twice or three times as much as they are. The visa
required for any of these posts will usually be an "exchange
visitor" visa (J1), but will occasionally be an HI visa ("dis-
tinguished merit and ability").

Research and clinical work

If you are coming to a purely research post with no clinical
contact, all you will need to get for your visa-from the insti-
tution that you are going to-is form DSP66. If, however,
your post will include any clinical contact, then life becomes
much more complicated. Recent amendments to the law in the
USA (Health Professions Educational Assistance Act) have
made it almost impossible not only for a doctor to immigrate
into the USA, but also to fill any clinical training posts. How
the new laws will be interpreted in relation to clinical fellow-
ships, and to research and teaching posts with clinical contact,
remains to be seen. Nevertheless, all those who come to such
posts will be required to sit the "visa qualifying examination"
(VQE). This replaces the old "ECFMG" and will be longer
and harder.

Boston is ideal for the British graduate wanting a year's
research, as there are high-budget, high-technology programmes
in almost every subject-a kind of research not always available
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FIG 2-Old Boston in the winter.

in the UK. Although there has been a reduction in research
funding over the last few years, research here remains, by British
standards, lavish. Clinical researchers are so numerous that
discussions and idea swapping, fuelled by the inevitable coffee
and doughnuts, can happen daily without the need to travel
far. The tying of available money to particular projects,
and the rigmarole of seeking Human Studies Committee
approvals make the pursuit of personal research at times very
difficult.

Clinical fellowships allow close scrutiny of the methods and
habits of one or a few physicians or surgeons, but, where the
care of patients is concerned, the fellow is often in limbo, for
he may be concerned with the care of the patient, but providing
it is left to the interns, residents, and attending physicians (con-
sultants). This status is especially frustrating for surgeons, as
only rarely will they find themselves
holding a knife. Doctors in associate
posts usually have full clinical respon-
sibilities. By contrast, researchers have
difficulty in getting clinical experience, .
partly because residents may resent
their intrusion, and partly because
British-style ward rounds are uncom-
mon. So-called "grand rounds" are
just formal presentations in auditoria.

Living
Boston is without a doubt an agree-

able place to live. A particular attrac- i:
tion of the city is its humane scale.
Large enough to support that cultural
index, a symphony orchestra; old
enough to be spared the astringent
character of other American cities, yet
small enough to walk around; a very
"European" city, in which no Briton
will feel uncomfortable. Most of the
city is surrounded by well-planned,
attractive suburban towns, where the
predominant view is of white painted,
woodframed houses, built now just as
they were 200 years ago, surrounded
by unfenced lawns set in the dense
woodland that seems to cover the 5#> r__.
whole of Eastern Massachusetts. FIG 3-Printed with the ki
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The cost of living is high. It is said that the only place in the
USA more expensive to live is Honolulu. At first sight one
wonders how it can be so when petrol is $0-60 a US gallon, beef
$1 50 a pound, and sound California wine $2-00 a bottle. But
try to insure a car (up to $1500 a year), park it ($3 00 a morning),
or get a mechanic to fix it ($20-00 an hour) and you soon dis-
cover how. Before I came to the USA I was told that one
needed "$12 000 to survive, $16 000 to be comfortable, and
$20 000 really to enjoy oneself." In retrospect, this proved to
be the only accurate piece of advice among the many offered.
A feature of American life is that nothing is free. Perhaps

that is just a reflectionof basic American philosophy, but itmeans
that everything from art galleries to high school jamborees costs
at least $1-00. An extra expense is furnishing a house, as fur-
nished property is extremely difficult to find.
New England reflects in miniature the huge swings of climate

experienced by much of North America, but none the less the
winter is long and cold. Last winter the snow lay on the ground
from December until the end of March with temperatures that
rarely rose above freezing and often fell to near 0°F. Spring
was precipitate and April saw both snow and temperatures in
the 80's. The summer is hot and often humid. Fall, the perfect
season, is mild and sunny and New England is overpoweringly
beautiful as it comes ablaze with the autumn foliage of maples
and oaks. New Englanders complain of their climate, but for
the Briton, inured to overcast skies, this seems a strange com-
plaint as winter, summer, spring, and fall the sun shines almost
every day. A source of amazement to the British visitor is the
accuracy of weather forecasts, accurate enough for weekend
recreations to be planned well in advance.

American way of life

To the outsider, eating in America appears to be a religious
activity, a sort of tribute to the Good Life. Its shrines are
MacDonald's, Friendly's, Howard Johnson's, and all the other
fast-food places. Its sacraments are the double-egg cheeseburger,
blueberry pie, peanut butter and jelly sandwiches, and hot fudge
sundaes. Americans refer to it all as "glop" or "junk" food, but
life remains one long snack. It is easy to damn American food,

ind permission of Private Practice.
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and equally easy to fall into their obese ways. Aside from the
"glop" there is good food to be had in Boston. Seafood is a must.
Lobsters, swordfish, bluefish, and scrod must all be tried. Clam
chowder on winter days, and charcoal-broiled steaks at summer
cookouts, are a healthy staple. The less said about American
beer the better.
The American language is a variant of English. The differences

are quickly appreciated, though the medical abbreviations take
some time to interpret. There are, however, pitfalls. A surgical
fellow recently at the Lahey Clinic from St Bartholomew's
would customarily exclaim, as he left the operating room, that
he was "dying for a fag." The horrified looks which this com-
ment attracted he attributed to anti-smoking sentiment . . . until
a colleague quickly explained that in America a "fag" is a male
homosexual prostitute.

There is no shortage of entertainment in and around Boston.
What you do depends on what you can afford. If you are rich,
you can spend your winter weekends downhill skiing in Ver-
mont or New Hampshire, and the summer sailing offCape Cod-
at night attending the ballet or the theatre. More likely you
will have to "make do" with cross-country skiing, skating, and
tobogganing in the winter, canoeing on the Charles River or
cycling in the summer; at night, going to the movies or having
a cookout with friends. Because petrol is so cheap in America,
you can rediscover that lost British habit of "going for a drive."

Health care services

I came to America disenchanted with the NHS, expecting to
find a system free of bureaucracy and sensitive to the needs of
patients. To my surprise, I found doctors here beset by a
bureaucracy more pervasive than the NHS. In addition to
federal, state, and institutional surveillance, there is the burden
of accounting departments, the form filling for Blue Cross:Blue

Shield, perpetual efforts to making things "cost-effective."
In the US, a doctor's judgment in relation to the care of his
patient is in no way as sacrosanct as it is in the UK. The PSROs
(Professional Standards Review Organisation), the Bed Utilisa-
tion Committee, the chief of service, and hospital administrators
are conspicuously peering over your shoulder (see figure.) In
some cases, second opinions are mandatory before a patient is
allowed to undergo surgery. But, for all this, doctors here do
not seem to feel as oppressed as we do in the UK. This is partly
because they do not yet have the politicians as heavily on their
backs, but it also must result from their comfortable incomes
and, in the hospitals I saw, the very successful and happy
marriage of private practice and clinic (welfare) practice
under one roof. Patients in America seem more knowledgeable
and less phlegmatic about their diseases than Britons, and it is
the habit here to explain things fully and more frankly (though I
have not noticed that this has led to less anxiety in the patients).
Medicine in Boston is in abundance: there is an expert in every-
thing, a test for everything, and no waiting lists; and doctors
are readily available to their patients. The consultants' parking
lot is full on Saturdays and Sundays. There are incessant lec-
tures and seminars and "grand rounds." With all this fire power
brought to bear, do the patients here get better care than in,
say, London? My impression is that more often than not they
do, but not infrequently I suspect that they do less well because
there are side effects to the blitzkrieg, particularly overinvesti-
gation and overtreatment. These, of course, are matters of
opinion, but I have found, for example, chronic renal dialysis
of patients in their 80s, and intensive cytotoxic therapy for
those with terminal adenocarcinoma particularly difficult to
accept. But, for all that, Boston medicine must be among the
best in the world, and thus a good yardstick with which to judge
the NHS. The making of that comparison is perhaps the most
important feature of a year spent in the USA, for, as Kipling
observed, "What should they know of England who only Eng-
land know".

Is there anly, hazard fronit asbestos on ironing boards?

Occupational exposure to inhalation of asbestos dust particles may
cause cancer of the lung, mesothelium, and possibly gastrointestinal
tract. In those heavily exposed the risk is considerable. As with other
carcinogens, however, the risk is proportional to the dose and becomes
indiscernible when exposure is very low. People living down-wind
from asbestos plants or secondarily exposed to asbestos-for example,
when laundering dusty overalls-are known to be at increased risk but
there is no hard evidence that any exposure less than this is hazardous.

For an ironing board asbestos pad to constitute a cancer hazard it
would have to be broken up into particles that are then rendered
airborne. This does not normally happen, and it would be unreason-
able to be concerned about the odd fibre that might from time to time
become detached from the surface. If, however, for any reason an
asbestos pad flakes or becomes fragmented it should be put carefully
in an airtight plastic bag and disposed of immediately. Asbestos is
used on ironing boards to prevent fire and, unless an adequate alterna-
tive to its use for this purpose can be found, it would be foolish to
risk early death by fire rather than what is almost certainly a negligible
risk of developing cancer at a later date if the odd fibre is rubbed off
the surface.

V'hat is the precise cautse of painMinmuscles zvheni acute stiffness sets in
after unlfamiliar exercise, anid what is the best treatmetnt for this ?

This interesting and rather difficult question does not lend itself to a
very precise answer. Unaccustomed exertion generates a dull aching
muscle pain that may persist for days in the absence of any other
symptoms and, in particular, in the absence of any impairment of
blood supply. It is usually attributed to overload and injury of muscles

and tendons, and when the exercise becomes habitual then hyper-
trophy of the muscle and its attachments and associated ligaments and
tendons reduces the likelihood of damage and the pain gradually
diminishes and disappears.' 2The best treatment, in the absence of any
cause such as polymyositis or other inflammatory processes, is
reassurance and carefully graded exercise together with simple
analgesics, such as aspirin, for the pain. Hot baths are traditionally
considered beneficial also.

Rodbard, S, Anzerican Heart J7ournal, 1975, 90, 84.
Rodbard, S, Headache, 1970, 10, 105.

What equipment anid medication is nzecessary to treat vasovagal shock after
i.nsertion of an intrauterine contraceptive device ?

This should be prevented by care and gentleness in insertion, observa-
tion of the patient's reactions during the various procedures, and a
willingness to desist in the face of all except the most minor difficulty.
Rarely does the patient faint without warning. The warning should be
heeded. If the patient really must have an intrauterine device inserted
it can be done under anaesthesia. Treatment is by removing the device,
not perhaps because it is dangerous in itself but because it is the
proximate source of the anxiety that has been generated, and it is
important to diminish this. Then the legs might be raised about 200.
This at least prevents the doctor or nurse from rushing to other
treatments and keeps them occupied. The patient will then recover
and have no further anxieties from misjudged oxygen administration
and adrenaline injections, though these two should perhaps always be
available. Heaven forbid that any other resuscitative measures should
need to be considered, but external cardiac massage and artificial
respiration of some sort should be within the competence of any
doctor.
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