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treatment is to look at outcome at definite levels of abnormality
rather than try to identify "healthy" and "diseased" popu-
lations. In these circumstances "disease" starts at that level
of abnormality where investigation and treatment begin to do
more good than harm.2

For the patient with symptoms from "stones, bones,
abdominal groans, or psychic moans" probably few would
dissent from the recommendation of parathyroidectomy
almost irrespective of the degree of hypercalcaemia, provided
that he or she was not very old or unfit for surgery. At present,
however, we do not have sufficient data to express numerically
the risk of subsequent renal impairment, a reduction in bone
mass, or major psychiatric symptoms as a consequence of
untreated, mild, uncomplicated hyperparathyroidism.
The best data that we have came from the study of Purnell

and his colleagues,3 who followed 147 patients with a serum
calcium concentration under 2-75 mmol/l for five years. About
20% were lost to follow-up, an equal proportion had para-
thyroidectomy (3%0 because of deteriorating renal function),
4% died from unrelated conditions, and the rest remained well.
Whether the proportion developing impairment of renal
function is typical is not clear. While all patients had normal
renal function at entry to the study an unspecified proportion
also had "metabolically inactive stones."4 We are not told
whether those with stones fared less well than those without.
This may, however, become less of a problem in the future
because hypercalcaemic patients who have been identified by
screening tend to have a much lower prevalence (4%) of
stones than those seen before screening (51%).1 Hypertension
is a common associated feature of hyperparathyroidisml 5 6
but should present no problems with medical treatment.
Since it may persist after parathyroidectomy6-8 and non-
selective beta-blocking drugs such as propranolol may lower
parathyroid hormone and serum calcium concentrations,9
raised blood pressure alone should not be an indication for
parathyroidectomy. Caution is needed, however, in treating
hypertension since thiazide diuretics may increase hyper-
calcaemia'0-and even a mild increase may progress to a
hypercalcaemic crisis,1' though the risk of this severe com-
plication may have been overestimated.3

Diffuse osteopenia,'2 often associated with vertebral crush
fractures,'3 '4 is now a more common manifestation of hyper-
parathyroid bone disease than is osteitis fibrosa'4 15; in patients
identified by screening 20% show radiological evidence of
bone disease (12% osteoporosis, 8% hyperparathyroid bone
disease).' Even though there was an unexpectedly low
prevalence of osteoporosis in this study the fact that, left
untreated, mild asymptomatic hyperparathyroidism can lead to
irreversible and symptomatic skeletal rarefraction must cause
concern. Furthermore, in one study drawing attention to
vertebral crush fractures as a feature of hyperparathyroidism'3
half the patients had apparently mild disease with a serum
calcium concentration below 2X75 mmol/l. Since osteoporosis
and hyperparathyroidism are both found most commonly in
postmenopausal women, we clearly need to find out whether
the risk of developing osteoporosis is increased in the hyper-
parathyroid women by conservative management.

Emotional disorders (depression, psychosis, and severe
neurosis) were found in 20% of patients in the Mayo Clinic
study,' but the symptoms of hyperparathyroidism must surely
merge imperceptably into much non-specific illness. Although
major psychiatric symptoms may respond to para-
thyroidectomy'6 17 we cannot necessarily extrapolate from
patients showing symptoms at presentation to those identified
by screening.

What degree of hyperparathyroidism, then, justifies inter-
vention? The availability of medical facilities and a cultural
assessment of what is "good" and what is "harmful"2 are
among the factors that must influence the decision. Extra-
polation from the Mayo Clinic study suggested that curing
the same degree of hyperparathyroidism throughout the
United States would cost an astronomical $60-164m annually.
Perhaps our current financial plight will bolster our intuitive
reservations about the advice that parathyroidectomy is best
recommended for all patients because it is curative and
avoids the anxiety and burden of intensive surveillance.18
That we need more information is undoubted, but if a pro-
spective study showed parathyroidectomy to be unnecessary
might not the same apply to intensive and therefore costly
follow-up ?
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Audit and improvement of
performance: Is pathology
a special case?
Medical audit and its consequences have been discussed
recently in a series of articles' in the BMJr. The subject was
also debated again at the BMA's Annual Representative
Meeting last week (p 240), when a priority motion instructing
Council "to stop surveying any imposed method of medical
audit" (our italics) was passed by 173 votes to 153. But clearly
from the speeches at the ARM doctors are acutely aware of
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their personal and professional responsibility for maintaining
high standards of care, albeit disliking the bureaucratic im-
plications of the description "audit."

Certainly any attempt to bring in outside control of doctors'
performance by non-medical authorities such as the
Ombudsman will be greatly resisted by the medical profession,2
but (as many speakers at the ARM emphasised) doctors will
succeed in this resistance only if they are seen to be doing
enough themselves to monitor their own performance, and to
educate and if necessary deal with those few of their number
whose performance consistently falls well below professionally
accepted standards. The "Three Wise Men" procedure is
used mostly when a doctor's poor performance is due to
illness; the General Medical Council concerns itself only
with professional conduct; while the Alment Report3 did not
really allow for those who do not discipline themselves.
Nevertheless, though some doctors do not accept that any
further schemes of audit are necessary,4 a beginning has been
made on thinking about schemes of monitoring and quality
assurance in several clinical subjects,5 and most progress has
been made in pathology.6

Pathologists in general agreed several years ago that they
would organise their own schemes for testing and improvement
wherever it was scientifically feasible, and would not want some
outside body to do it for them. Providing correct results is
only one of the many functions of pathology departments, but
it is the one that can most easily be tested. Agreed procedures
are being developed for assessing interpretation of results
such as commenting on blood films but are not yet available
for auditing advice given to clinicians. In clinical chemistry,
haematology, and microbiology there are national quality
control schemes, sponsored by the DHSS, and based on
sending samples to almost all laboratories in the country-
though the schemes are voluntary. The laboratories send their
results back to the organisers of the schemes, who correlate
them and note those laboratories whose results are consistently
outside the general national findings. The laboratory-based
professions have set up advisory panels to help those
laboratories that are persistently poor performers by directing
their attention to the pathologist-in-charge. These schemes
have now been running long enough to show the poor
performance of a few laboratories for clinical chemistry,
haematology, and microbiology. What should the profession
do about these results ?
There is no easy answer. Chemical pathologists, haema-

tologists, and microbiologists are certainly unwilling to agree
that just because one aspect of their work is being tested they
could be open to corrective action-at a time when no similar
and acceptable scheme of testing has been found for histo-
pathology nor for the completely clinical subjects. This
response is one reason why no real progress has been made
in dealing with the few persistently poor performers, though
the system has led to a distinct overall improvement in
laboratory standards. Furthermore, the number of persistently
poor performers is at 'least known, and is small; is similar
information available for other specialties? Why is it not
possible, ask the pathologists taking part in the schemes, to
investigate the reliability of diagnosis of carcinoma of the
breast, the mortality during treatment of diabetic coma, or the
accuracy of the management of hypertension, or the morbidity
after gastrectomy ? They do not accept that such procedures
are Arts governed only by the freedom of clinical judgment,
and not crafts whose performance can be monitored-how
should we interpret today Hippocrates's rZxv-7, which made no
distinction between the two ?

Any measures taken to deal with poor laboratories and
poor pathologists would have to be equally applicable, and
equally applied, to consistently poor performers in other
medical specialties. To be realistic, all measures for improve-
ment must reach those who do not open themselves to
criticism by their peers, do not attend meetings, and do not
generally keep up with advances in their subject.

So what remedial methods are available, still taking the
example of pathology? Almost all laboratories take part in
the audit schemes; should participation be compulsory, and
if so how should this be enforced? In Britain we cannot
apply some measures used abroad because of our different
health care system. In some parts of the United States, for
example, a poorly performing laboratory can be forbidden to
take outside specimens. In West Germany a laboratory may
be licensed only for certain analyses, and a poor laboratory
may be deprived of its social insurance fees. The Royal
College of Pathologists will not approve laboratories for
training junior pathologists without evidence of satisfactory
performance in the available quality control schemes: but the
poor laboratories tend not to have trainees anyway. Perhaps the
clinical royal colleges should require that, when a post is
approved for, say, higher medical training one of the require-
ments should be satisfactory performance by the local
laboratories. Should the reverse requirement apply for
MRCPath training?
As a first step, then, one possibility is that we should

ensure that the pathologist attends appropriate educational
courses. This is nothing new.7 . . . In 1335 the [Venetian
Republic] was paying a full-time salary to twelve doctor-
surgeons who, together with all other licensed practitioners,
were obliged by law to attend an annual course in anatomy,
which included the dissection of corpses. After the establish-
ment of the state-run school of medicine in 1368, they were
also required to attend monthly meetings to exchange notes
on new cases and treatments." Would the profession today
accept such compulsory secondment to revision courses, or to
an appropriate good laboratory: and if the pathologist had not
kept up his standards on his own would this do any good?
The Royal College of Pathologists (and other royal colleges)

are working on systems of confidential self-assessment of up-
to-date knowledge, not performance, by multiple choice
questions, examination of slides, and other means. When
these are developed, how widely should they be applied, and
would the poor performers take the tests voluntarily? Does
the profession accept that if a doctor's performance continues
to be poor he has become a possible danger to patients?
Should professional independence be modified in order to
preserve medical standards and protect the public? In
answering all these questions no doubt many will take comfort
in a belief that the numbers of doctors in this category must
be very small, so scarcely justifying the trouble of setting up
any remedial systems. But in the end such complacency could
well lead to action from outside the profession.
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