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conviction. Renal physicians working in countries and regions
with increasing facilities find more and more patients "suitable"
as resources increase,9 showing the subjective nature of the
decision making.10
A second group of patients identified in this study who would

merit more detailed critical analysis were those dying during
evaluation and during the first weeks on dialysis. Were these
patients referred to specialist centres too late ? Earlier diagnosis
or referral, and an earlier entry to the dialysis programme,
might have lowered mortality. More units, with better funding,
would help reduce this mortality. Several surveys have shown
a correlation between the number of units, the acceptance
rate of patients on to renal replacement programmes, and the
total number of patients having treatment.` 11 More units also
means more renal physicians, who may then make decisions
earlier and under less pressure. The time available to assess
suitability for this lifesaving treatment is often limited (and
makes an interesting contrast with the time judges demand for
decisions of rather less importance).
The study group has shown up another defect in current

practice with its finding (p 286) that kidneys were obtained
for transplantation from only 20 of 1168 patients under 50
dying from medical causes. Doctors should, the report suggests,
do more to overcome their reluctance to approach relatives
for consent to organ donation.

Doctors need medical audit in some form to ascertain, among
other things, whether they treat too few patients or too many.
Life with treatment for some patients with renal failure may
only be a prolongation of the process of dying. In the United
States 2000 of the patients having dialysis were considered in
a recent and preliminary report12 to be severely debilitated and
requiring some aid even just for bodily needs, and such
treatment must be inappropriate for some of these. The
proportion of debilitated patients is much lower in Britain8 but
is likely to rise if more patients are accepted on to treatment
programmes. A recent leading article in the New England
Jfournal of Medicine has contrasted favourably the progress
made in Europe in monitoring the clinical activities of
nephrologists with similar efforts in the United States.'3 More
work is needed on this problem; some of the conclusions in the
reports of the European Dialysis and Transplant Association
and the UK Transplant Service might not be substantiated if
there was a more rigorous statistical evaluation.14 The Royal
College of Physicians report makes little reference to the many
earlier publications or to their strengths and weaknesses. It is
itself perhaps best regarded as an experience of another method
of collecting data and of evaluating evidence-a method that
needs to be much more thorough if the conclusions reached
are to be considered important as they could be with improved
methods.
As Mitchell has recently said in another context,15 years of

hard slog may serve merely to expose the trialists to a barrage
of criticism and questions. Nevertheless, much as we admire
the study group's intentions, its investigation lacked some
essential features-epidemiological, statistical, and clinical.
A study of case notes cannot produce good data when the
notes themselves are so often inadequate. What is needed is a
prospective study with a tightly controlled protocol. Retro-
spective benign audit of this kind may have unintended but
far-reaching consequences. Governments may be encouraged
to believe that they have succeeded when they have not, and
doctors may think they are not making errors when they still
have much to learn.
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Haematology in developing
countries
Anaemia is a major world health problem; its prevalence in
different regions needs to be known both for planning public
health programmes and for the management of patients.
Measurement of the haemoglobin concentration is the essential
laboratory test for both aspects; what other tests should and
can be performed in elucidating the cause of anaemia in an
individual patient will vary with the main types of anaemia
found in a region and on the facilities available to the investiga-
tor. The World Health Organisation has a primary duty to
advise on needs of health care in developing countries-
including provision of appropriate and adequate laboratory
facilities to help solve the problem of anaemia.

Several levels of health service must be catered for. These
range from primary (predominantly rural) care with one health
worker and no organised laboratory facilities to regional or
national institutes capable of performing the most complex
tests. Between these extremes there are three intermediate
levels with laboratory facilities of varying extent. The first, the
district hospital, will usually have a trained technician capable
of performing a comprehensive range of laboratory tests;
secondly, the primary level hospital should have at least an
assistant who has been trained to perform a limited number of
diagnostic tests; while, thirdly, in the health centre or dis-
pensary there should be a laboratory aide with some technical
training. Over the years the World Health Organisation has
given much thought to the questions ofwho to recruit for these
various tasks, how they should be trained, and how they should
be equipped.1-3
The International Committee for Standardisation in

Haematology is concerned with promoting reliability and
accuracy in haematology laboratory analysis. Until recently the
committee concentrated mainly on developing reference
methods, but such advanced technology is not incompatible
with the development of simple laboratory tests; indeed, the

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.283.6286.262 on 25 July 1981. D

ow
nloaded from

 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 283 25 JULY 1981 263

two aims should be co-ordinated to serve the needs of health
care at all levels. A joint World Health Organisation Inter-
national Committee for Standardisation in Haematology
working group has now been set up on training and education
programmes in haematology and will consider the laboratory
service requirements for primary health care, clinics, and
district hospitals. To promote the exchange of views and to
have the problem defined by haematologists from developing
countries, the International Committee for Standardisation in
Haematology organised a symposium on the subject at the
International Congress of Haematology in Montreal last year.
One of the contributions (see p 292) was a review by Dr

Prawase Wasi and Dr Supa Na-Nakorn of the problems found
in Thailand. Technical training and the practice of haema-
tology in Bangkok are comparable with that anywhere in the
world, with relatively many graduates, medical and technical,
qualifying each year; but only a few miles away laboratory
services are poor or almost non-existent, with few medical
technologists in provincial hospitals and not a single trained
technician in a district hospital. If the high standard of
haematology training at the centre is to make an impact on
health services elsewhere in the country, say Wasi and Na-
Nakorn, appropriate training must be given to nurses and
paramedical and auxiliary personnel to handle day-to-day
haematological problems with a few simple tests.

After measurement of the haemoglobin concentration an
intelligent appraisal of blood film morphology can often
establish the cause of anaemia with no need for more complex
tests. This requires visual comprehension rather than tech-
nical skill. How to teach this to laboratory aides with limited
formal education was the theme of a paper by J R McArthur of
Seattle. Lack of teachers makes it essential to use self-teaching
material. The use of audiotape or a written manual linked to a
set of 35 mm transparencies is an effective means for self-
instruction; its greatest value is that the student can work at
his or her own pace. Programmes suitable for teaching
morphology at all levels are available from various libraries,
with a microfiche version as an alternative to slides.4 This has
the advantage of being cost effective and space saving; and
slides cannot be misplaced from the set. A videodisc format
may be even more advantageous. The World Health Organisa-
tion has an important part to play in providing these self-
teaching programmes adapted to the curricula and the
educational levels of laboratory aides and technical assistants in
developing countries.

Participants in the symposium from developing countries
emphasised the fact that appropriate technology must not be
an excuse for inferior technology. Account must be taken not
only of ease of operation by relatively unskilled aides but also
the need to ensure that the equipment is sufficiently accurate
and also reliable in the field. The data need to be of good
enough quality both for immediate clinical purposes and for
analysis in epidemiological studies. The World Health
Organisation has recognised as a priority the need for simple,
inexpensive, battery-powered, robust, and relatively accurate
equipment -yet, despite the great potential demand for such
equipment for the basic tests of haematology and clinical
chemistry, little progress seems to have been made. One
possible instrument for haemoglobinometry consists of a
colorimeter using a light-emitting diode together with an
ingenious method of automatic blood dilution from a dispos-
able capillary tube,6 7 but even this instrument is thought by
some experts to be too complex to be useful under field
conditions. The combination of cheapness, simplicity, and
accuracy may not be attainable easily, either for haemo-

globinometry or for any other clinical laboratory tests, but at
least it should be a goal.
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Neurosyphilis again
The decline of neurosyphilis in the postwar years has largely
been due to the effective treatment of primary and secondary
syphilis by penicillin, but it is also partly attributable to the
inadvertent treatment of unrecognised early stages of the
disease by antibiotics given for other, unrelated diseases.
Younger physicians and psychiatrists may have had little
experience of patients with neurosyphilis, and they may be in
danger of overlooking "the most important infection of the
nervous system encountered in psychiatric practice."' Further-
more, inadequate treatment of primary and secondary syphilis
may lead to unexpected late complications, as shown by a
recent report2 of a man who had received 10 injections of
penicillin for secondary syphilis but who evaded further treat-
ment. Ten years later he presented with general paralysis of
the insane; this was arrested by further treatment, but he
remained demented.
The central nervous system is affected in 10% of primary

and 3011 of secondary syphilis,3 as evidenced by abnormal
cerebrospinal fluid in the absence of symptoms and signs
(early asymptomatic neurosyphilis); the response to adequate
treatment is excellent provided any recurrent activity is
detected by serial examinations of the blood and cerebrospinal
fluid and further treatment given.

Meningovascular syphilis4 appears within five years of
infection and causes acute or chronic spinal or cerebral
leptomeningitis, Heubner's arteritis, and small meningeal
gummata. Acute meningitis in the secondary stage mimics
pyogenic infection and responds to penicillin. More common
is a chronic meningitis producing headaches; palsies of the
third, fourth, or fifth cranial nerves; and occasionally som-
nolence and diabetes insipidus from hypothalamic lesions.
Disease of the cerebral convexities may cause fits, dementia,
and focal signs, and hydrocephalus is an infrequent sequel to
occlusion of the foramina by exudate. Gummata may present
as tumours. Endarteritis is a more frequent complication,
causing strokes from thrombosis of cerebral vessels-an
important differential diagnosis of strokes in younger patients.
Serological tests in the blood and cerebrospinal fluid are
positive in 90() of cases.
Parenchymatous neurosyphilis embraces tabes, optic

atrophy, syphilitic myelitis (amyotrophy), and general
paralysis of the insane; only the last concerns us here, as a
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