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one-in-three rotas also. In addition, some of the
present registrar posts with a low training compo-
nent, should be transferred to this group-that is,
"general registrar" posts would be essentially in-
service training posts.
The residual registrar posts with good academic

training potential as wcll as a sound service
component and all senior registrar posts would be
placed in the specialist and senior specialist regis-
trar grouping. We hoped that such a career struc-
ture would "opcn up" medicine as a career again,
with doctors gaining general experience before
specialising. To this end the co-operation of the
royal colleges is essential-they should look for
good, widc-ranging experience and motivation as the
entry requirement to specialist training and not
forced academic achievement-that is, the concept
of "You must have Part I before you can get this
SHO job or Part I I before that registrar job" must go.
Postgraduate qualifications should belong in the
specialist grade sphere as a marker of achievement as
part of the early specialist assessment process. This
wvould leave the good old general registrar to the
job of being a good all-round doctor and restore
the value of the MB, at present deteriorating fast.

We also considered how GP hospital practi-
tioners or part-time hospital practitioners with
some specialist training, part-time doctors in
training, and overseas doctors could fit into
our proposed structure and fill the gaps left by
the loss of some of the more senior junior
posts. Copies of our original document
giving more details can be obtained from the
BMA Sheffield regional office.

K D FOORD
Chairman, Trent North Hospital

Junior Staff Committee
Sheffield S1 2PF

Overseas doctors: a step forward into
chaos?

SIR,-Your leading article (20 June, p 1996)
does not mention the problems of sponsored
overseas doctors, while Mr P K Datta's views
(11 July, p 146) regarding the training of
sponsored doctors represent only one side of
the problem. These points need clarification.
The majority of sponsored overseas doctors

are not senior specialists. Most of them are
sent for training in a specialty shortly after
obtaining postgraduate qualifications in their
home country. Past academic performance and
training is certainly the most important
criterion in their selection. Selection at the
head office of the sponsoring body (away from
the candidate's home country) and acceptance
by the consultant who chooses to train the
doctor are unlikely to be influenced by any
factor other than the candidate's merit. It need
hardly be mentioned that competition is stiff
and only a fraction of all applicants are
ultimately chosen for training.

Sponsored doctors know beforehand the
type and duration of the training they will
receive. They also know where it will take
place and in most cases have had correspond-
ence with the supervisor before they arrive.
There is therefore little scope for disappoint-
ment. A far greater proportion of sponsored
doctors return to their home countries in a
much shorter time than the unsponsored
doctors.
A sponsored doctor who wishes to obtain

clinical experience in Britain should certainly
be given clinical responsibility commensurate
with his experience. In most cases this is done.
It should be remembered that sponsored
doctors have training requirements different
from those of the unsponsored doctors. Most
of the sponsored doctors are already post-
graduate qualified and come for advanced

training in a specialty. They can be selective
about what they want to learn and in many
cases they decide this, in consultation with their
supervisors, on the basis of diseases prevailing
in their part of the world and the technological
innovations which can be applied in their
home country.

In all these respects their situation is quite
different from that of unsponsored doctors,
who in most cases come to Britain without any
idea about which specialty they will be able to
work in. Many of them have to work in
peripheral hospitals in specialties not of their
choice. A great proportion of them stay longer
than they intended to because they have not
attained their original career aims.' Oppor-
tunity to engage in research is rare for them,
nor is it sought, as the first objective of these
doctors remains the acquisition of membership
or fellowship of a royal college.

Problems faced by sponsored doctors are
twofold: (a) the average period of one year is
not enough for every trainee to go through the
range of experiences that he and his supervisor
may decide on and some sponsoring bodies
have rigid rules regarding the period for which
they provide support for a trainee; (b) the
amount of financial support given to the
sponsored doctors is sometimes only half as
much as their NHS counterparts earn. A
doctor with financial worries can hardly
utilise his full capability.
We hope that the problems of sponsored

doctors will be recognised to be different from
those of unsponsored doctors and that any
attempt to alleviate the problems of overseas
doctors as a whole will be based on this
recognition.

M HASAN
Assistant professor of medicine.

Institute of Postgraduate Mcdicine
and Research, Dacca, Bangladesh

CLEMENT F KIIRE
Lecturer in medicine,

Makerere University, Kampala, Uganda
Gastrointestinal Unit,
Western General Hospital,
Edinburgh EH4 2XU
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Brain death

SIR,-In October 1976 the Conference of
Medical Royal Colleges and their Faculties in
the UK published the statement "Diagnosis
of Brain Death'"1 2 following discussions by
several committees, which included anaesthe-
tists, neurologists, clinical neurophysiologists,
neurosurgeons, and others. Over the next year
this proved to be acceptable to the profession
and a copy of the statement was sent by the
health departments to every hospital doctor in
January 1978 with a covering letter from the
chief medical officers. In February 1979 the
conference published a memorandum, "Diag-
nosis of Death,"3 4in which it was noted that
"brain death represents the stage at which a
patient becomes truly dead." These two
conference statements were included in the
code of practice The Removal of Cadaveric
Organs for Transplantation,5 which was dis-
tributed to all hospital doctors in January 1980.
This had been drawn up by a widely based
working party of the health departments that
included doctors, nurses, lawyers, coroners,
and administrators, and which took advice
from health councils and major religious
bodies.

The conference considered the matter
further at its quarterly meetings in April and
July of 1981 and decided that there was no
need to reconvene the expert working parties
which had formerly advised it. It is of the
opinion that the safeguards which are normally
observed by doctors concerned with such
patients should be emphasised and form part of
the guidelines to the profession. It therefore
makes the following recommendations.

(1) The diagnosis of brain death should be
made by two medical practitioners who have
expertise in this field. One should be a con-
sultant, the other being a consultant or senior
registrar who should assure himself or herself
that the preconditions have been met before
testing is carried out. The length of time
required before the preconditions can be
satisfied varies according to circumstances,
and although occasionally it might be less than
24 hours it may extend to several days.

(2) The two doctors may carry out the tests
separately or together. If the tests confirm
brain death they should nevertheless be
repeated. It is for the two doctors to decide
how long the interval between tests should be
but the time should be adequate for the
reassurance of all those directly concerned.

(3) There may be circumstances in which it
is impossible or inappropriate to carry out
every one of the tests. The criteria published
by the conference give recommended guide-
lines rather than rigid rules and it is for the
doctors at the bedside to decide when the
patient is dead.
The Royal Colleges and their Faculties

recognise the need for continuing education in
the topic of the diagnosis of brain death and
about the procedures involved in donating
organs for transplantation. Individually they
will continue to take this into account in their
educational programmes.

It is suggested that new entrants to medical
practice in the NHS be provided with a copy
of the code of practice, which should also be
readily available at all hospitals and in all units
in which its implementation is likely to arise.

Finally, it is suggested that the profession, in
association with the health departments, should
design a check list which would be completed
in all cases and form part of the hospital case
record.

J G ROBSON
Honorary Secretary, Conference of
Medical Royal Colleges and their
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Department of Anaesthetics,
Royal Postgraduate Medical School,
London W12 OHS
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Correction

Aquagenic pruritus

We regret a misprint in the letter by Dr R H
Hardy (25 July, p 310). The first sentence of para 2
should read ". . . if necessary with my tears in your
eyes. . . ."
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