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encouraged an unthinking attitude whereby tests are ordered
inappropriately and extravagantly. To judge by North
American experience, these trends may continue unless
appropriate action is taken. University Hospital, London,
Ontario, carries out about three times as many clinical
chemistry tests for each acute hospital bed as does Glasgow
Royal Infirmary,3 and in the United States "testing has
become a major portion of hospital costs with an annual
growth of 14-150%) since 1970."4 With more than 400 NHS
laboratories in Britain wiser use of their facilities is seen by
many critics as a potential source ofmajor savings.

Savings, yes, but "major" might be questioned. In a repre-
sentative NHS hospital, 3-40 0 of the total hospital budget is
spent on laboratory services. This compares with 3.400 for
local rates (before the recently announced increases), 3.500 for
heating, 5.7°h for drugs, 6 57/ for administration, and 6.7%
for cleaning. The cost of laboratory services for each inpatient
admission is about £20. Any reduction in laboratory costs will
require sustained hard work and a risk of damaging relations
between the laboratory and the requesters. Would it be
worth while ? The answer is that a 10% reduction would be
equivalent in such a hospital to more than 800 inpatient weeks
or the total cost of 16 staffed beds for a year. A similar pattern
repeated all over the country clearly would make a substantial
contribution to better use of resources.
How could such savings be made in practice ? An interesting

new approach was tried by Stilwell, Young, and Cunnington
in the Birmingham region.5 They ranked tests in terms of
value for money by assessing the number of actions taken as a
consequence of a test result for every pound spent. They
defined "action" as an alteration in the management of the
patient from what would have been done in the absence of the
test result. Tests were divided into non-discretionary (that is,
based on a known policy rather than clinical judgment) and
two types of discretionary test, diagnostic and monitoring.
The detailed costing was confined to clinical chemistry tests.
The scheme was a pilot study to develop and test the system,
and its outcome must be assessed cautiously, since the in-
vestigation was confined to 174 acute medical admissions.
From 5276 tests 15-6% yielded unexpected results: 457
expected to be abnormal were normal, and 369 expected to be
normal were abnormal. Thirteen per cent of the non-dis-
cretionary but 17-8% of discretionary tests gave unexpected
results. Unexpected abnormal findings resulted in an action
twice as often as unexpected normal results. The analysis of
costs showed estimation of salicylate concentrations as the
cheapest at £3 per action taken; glucose estimations cost
£10-87, and albumin estimations C349 20. On average an
action followed £10-worth of discretionary tests and £22-
worth of non-discretionary or monitoring tests. Only 2% of
the biochemistry tests resulted in any action, contrasting with
18% for chest x-ray examinations.
The conclusion must be that resources are being wasted.

The approach in the paper of Stilwell et a15 would need to be
tested across the whole range of investigation before its value
can be reliably assessed. Nevertheless, it presents a challenge
to clinicians to question their own patterns of ordering
investigations. Cajoling, education, even financial incentives4
have been tried, the effects of which are either negligible or
short-lived: would Stilwell's alternative fare better ? It might-
as some of the others would now-as doctors have recently
been much more conditioned into being more cost conscious.

If, however, the demand on laboratories is substantially cut
back then savings can be made only if laboratory manpower is
reduced. Will laboratory directors and unions accept that?

The alternative for the laboratory director is to use the saved
resources as a means of providing investigations not previously
available or even for research and development. Both are valid
and laudable aims and the end result will be a better quality of
service but no financial savings.
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Bath-time itch
Perhaps we have become too fond of rare diseases. Doctors
bubble with joy when they see them and can quickly rattle off
all the known features. Dermatologists bubble more easily than
most and soon call in research colleagues, who jostle to publish
their findings. Patients can never quite understand this: why
should so much be written about things they never have ? They
would like more enthusiasm for everyday complaints like
tired feet and headaches than is usually shown by those trying
to apply science to medicine. All the more credit, therefore,
must go to Greaves and his co-workers (p 2008) for achieving
the unusual double of drawing attention to a common but
poorly documented symptom, aquagenic pruritus, and then
using the techniques of modern pharmacology, histology, and
electron microscopy to look into it.

Their patients were at first told they were neurotic by
doctors who thought that such an odd complaint must lie in
the mind, and, indeed, references to itching after bathing
are surprisingly sparse'; yet this symptom is probably com-
mon even among normal healthy people, though seldom
severe enough to need medical attention. A study at a glass-
wool factory2 asked workers about their tendency to itch in
response to non-specific stimuli such as wearing wool next to
the skin and hot baths. The aim was to find a way to pick out
before employment those likely to get severe itching from the
glass-wool fibres. Though this pre-employment screening was
not achieved, as many as 16% of the workers who developed
persistent itching from the fibres stated that they had pre-
viously noticed itching after bathing.

Bath-time itching is, however, best known in patients with
polycythaemia vera. In one recent study3 72 such patients were
asked to fill in a questionnaire on their itching. Fifty-one
reported periods with pruritus, and 38 of these had noticed an
association with hot baths or showers, five even itching also
after contact with cold water. The itching seemed character-
istically dependent on temperature, often being triggered by
the sudden decrease in skin temperature which succeeds a hot
bath and becoming worse the more abruptly the skin was
cooled down. It had a curious pricking character and lasted
between 15 and 60 minutes. Some of the patients were
definite that it improved after their blood condition had been
treated by phlebotomy or chemotherapy. Although serum
concentrations of histamine are raised in polycythaemia,4 the
itching is not associated with urticaria and can be relieved by
aspirin, a substance which inhibits prostaglandin synthesis in
various tissues including platelets.5 Fjellner and Hagermark3
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suspect that the pruritogenic factors may be prostaglandins
(known potentiators of itch) acting with serotonin also released
from platelets.
True aquagenic pruritus differs from the itching of poly-

cythaemia in that the teinperature of the water does not seem
to be important. It is associated both with the local release of
acetylcholine in the skin and with degranulation of the mast
cells and raised serum concentrations of histamine ? (p 2008).
It invites comparison with the relatively common cholinergic
urticaria, in which large numbers of tiny itchy weals are
provoked by sweating, whether induced by heat exercise or
emotion, rather than by contact with water, and for which
hydroxyzine is often an effective treatment. True aquagenic
urticaria also exists6 but is much less common. Aquagenic
pruritus, aquagenic urticaria, and cholinergic urticaria may
well be related phenomena; further studies could quickly stir
up the rather stagnant subject ofthe mechanisms of pruritus.
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Overseas doctors: a step
forward into chaos?
Too many of the overseas doctors who have come to Britain
over the last 30 years looking for postgraduate training have
been exploited rather than trained.' 2 Now, however, the
General Medical Council has announced reforms (13 June,
p 1992) that will begin to ensure a fairer deal to those who come
in the future and ultimately reduce the numbers of overseas
doctors training in Britain. Since, however, the council's
concern is with standards and not manpower the changes are
likely to produce considerable confusion on the way to these
objectives. Overseas doctors certainly need fairer treatment
based on some link between the numbers allowed into Britain
and the number of training jobs available. Yet the GMC does
not know how many overseas doctors will receive limited
registration with the new plans, nor does it know how many
posts are likely to be approved as suitable for their training.
The GMC has recommended three main changes in the

rules governing limited registration. Firstly, it wants to extend
sponsorship schemes. About one-third of overseas doctors
who come to Britain are sponsored by bodies such as the
British Council or the World Health Organisation.3 These
doctors come well informed, receive good training, and go
home with useful experience. It is the unsponsored two-

thirds, knowing little about the system, who drift to unsuitable
jobs in the periphery and become so bitterly disappointed. So
by encouraging sponsorship schemes the GMC will help
overseas doctors.
The second part of the plan is to make sure that more

overseas doctors prove their quality by passing the Professional
and Linguistic Assessment Board examination. This will be
less popular with both overseas doctors and sponsoring
organisations. Most unsponsored doctors have to take the
examination now, but the new changes will mean that more
sponsored doctors-most of whom are exempt at the moment
-will have to take the examination. As most sponsored doctors
are selected and of a high standard they should have little
trouble passing, and this change presents only organisational
problems. But, with a long waiting list and ever more overseas
doctors waiting to take the examination, these organisational
problems may be serious, and the GMC should act to reduce
them. Furthermore, the council should surely try to make it
possible for overseas doctors to take the examination closer to
their homes.
The third change made by the council is that from January

1983 overseas doctors with limited registration will be allowed
to work only in posts approved for training by the royal
colleges and faculties. This is the most important of the
changes proposed, and yet it is the one that seems to have been
the least thought out. The plan will mean that all hospital
posts will either be approved by the royal colleges as suitable
for specialist training-and so for doctors with limited registra-
tion-or not be approved. Thus all hospital junior jobs will be
divided into two tiers.
The GMC appears uncertain about how many posts among

those not currently approved by the royal colleges and
faculties for their own training are likely to be approved under
the new scheme. The recent trend of manpower planning has
been to reduce the number of junior posts and increase those of
consultants so that no new posts are likely to be created.
Instead, large numbers of overseas doctors with limited
registration will be competing with growing numbers of home
graduates for fewer posts. Meanwhile, hundreds of existing
posts may remain unapproved, partly because of lack of
resources to upgrade them and partly because the royal
colleges will want to keep their manpower projections on
course. Who but the desperate (ofwhom admittedly there may
be more) will be available to fill these second-class, non-
training, subconsultant vacancies ? And is not, as several
speakers during the GMC's debate on the proposals warned,
the timetable for introducing an innovation that will require
close co-operation between colleges and cash-limited health
authorities decidedly optimistic?
What is needed to solve the problem of training overseas

doctors is much more comprehensive planning. Immigration
quotas, training standards, and service and manpower needs
all need to be considered by a single body with adequate data
and advice to hand. By acting as if there were no manpower
problem the GMC may make a bad problem only worse.
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