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Points
"The Nation's Health"

Dr R J L HOOPER (Biochemistry Department,
St Mary's Hospital Medical School, London W2
1PG) writes: I suppose that it was predictable
that the established medical press should condemn
The Nation's Health on Channel 4 as unrealistic
(15 October, p 1138 and p 1147). I watched the
first programme and found it more than interesting.
Indeed, at the end, the most surprising observation
was that I found it extremely realistic and found
little to criticise apart from the irritating Dr Marvell.
Furthermore, when I talked to medically qualified
colleagues and friends, the unanimous response
was that the programme was exceedingly realistic
and portrayed many aspects of hospital life and
practice with which we are familiar. As a profession
we have all seen patients discussed within earshot,
appalling communication at the bedside, the
whitewashing of malpractice and incompetence,
and undisguised racialism. I should like to know
what aspects of the programme stimulated
Minerva's comments.

***Minerva replies: "The characters in The
Nation's Health are recognisable but the medicine
is not. Patients with cancer or depression deserve
better than the bleak negativism of the films."

Trimming fat or cutting bone?

Mr P J E WILSON (Department of Surgical
Neurology, Morriston Hospital, Swansea SA6 6NL)
writes: Mr G Mooney (15 October, p 1140) invites
financially untutored (and by implication irre-
sponsible) clinicians to correspond with Aberdeen
and be initiated into the mysteries of cost effective-
ness. I for one will be declining his invitation, on
the grounds of having something more important
to do. Doctors at the sharp end of practice may
well take an intelligent interest in the ostensible
costs of what they are doing for their patients but
must not be seduced by these essentially abstract
reflections into doing less than the best they can.
The axiom on which we operate the NHS, "From
each according to his capacity, to each according
to his needs," does not refer simply and meanly to
hard cash. Conflicts between the categorical
imperatives of the doctor and the sumptuary
anxieties of the administrator seem to be building,
with classic inexorability, towards tragedy. The
Greeks would have had a word for it. Iatro-
tamiomachia? The visionary English lunatic
William Blake, in one of his moments of penetrat-
ing lucidity, wrote: "He who would do good to
another *must do it in Minute Particulars ...
General Good is the plea of the scoundrel, hypocrite
& flatterer." A trifle strong, perhaps, but I agree
with PRlake.

Learning medicine: interviews and offers

Mr F E GERSTENBERG (Oswestry School, Oswestry,
Salop SYll 2TL) writes: Professor Peter Rich-
ards's article concerning interviews and offers at
medical schools (20 August, p 548) rightly high-
lights the importance of the interview for aspiring
medical students; but I was surprised to read that
Professor Richards almost condoned the action of
those medical schools who do not interview candi-
dates. Throughout his article there is emphasis on
the benefits of the interview, and yet he says
"Fortunately admission policies differ, and candi-
dates can choose the schools which adopt the
approach they prefer"-that is, whether they
interview or not. It seems to me that of all courses
medicine is the one where an interview is absolutely
essential before a school accepts a candidate.
Whether a doctor eventually becomes a specialist,
or concentrates on research, or works at the "coal
face" as a GP it is vitally important that he under-
stands not only the people with whom he is dealing
but the moral implications of his decisions. Paper

qualifications and headmasters' reports can only go
some small way to giving an adequate picture of the
eventual doctor, and most headmasters I have
spoken to feel that they will not be entirely happy
with medical schools' entry policies until all-serious
applicants are interviewed.

It is perhaps ironic and comforting that two
students from this school have recently been
accepted by Professor Peter Richards's own medical
school, each having been given a thorough, and by
all reports an enjoyable, interview; both com-
mented on how their interviewers tried to find out
more about them as people than as students. I am
sure both will make outstanding doctors.

Spinal disease presenting as acute
abdominal pain

Dr J A DAFF (London W8 9HV) writes: Further
to the article by Mr R Jooma and others (9 July,
p 117), I should like to report that abdominal pain
can be an important symptom of spinal decompres-
sion sickness. Two hours after doing a deep dive I
developed lower central abdominal pain lasting only
five to 10 minutes. It was not until I got out of my
car hours later and found myself ataxic that I
sought help and underwent recompression.

Names for new disciplines

Professor H C SEFTEL (Department of Medicine,
Hillbrow Hospital, 2193 Johannesburg) writes:
I support strongly Dr D G Beevers's (24 September,
p 885) case for "hypertensionology" and "hyper-
tensionologists." But he cannot be serious about
these terrible Greek-Roman hybrids as names for
the new discipline and its students. My suggestions
are "barology" and "barologists." The Greek work
"baros" means weight, but in medicine it commonly
describes or designates pressure phenomena.
"Hyperbarology" is too long and also restrictive as
students are interested in normotension and
hypotension as well as hypertension. Nor is it
really necessary to qualify the term barology by the
adjective "arterial."

Compensation and drug trials

MARGARET GARDEN (secretary to the Joint Com-
mittee on the Ethics of Clinical Investigation of
University College Hospital and University
College London) writes: The Joint Committee on
the Ethics of Clinical Investigation of University
College Hospital and University College London,
at its meeting on 17 October 1983, considered
carefully the Association of the British Pharma-
ceutical Industry guidelines on clinical trials-
compensation for medicine induced injury, and
the commentary on these by Professor A L
Diamond and Professor D R Laurence (3
September, p 676), together with the reply by the
ABPI (8 October, p 1066). That reply, while not
rejecting the commentary, states that the operation
and interpretation of the guidelines is for each
member company to determine.

In the light of this the committee decided that
for the present at least the interests of patients
participating in research projects with new drugs
would be adequately safeguarded if the company
sponsoring the study agreed in writing to follow
the ABPI guidelines as regards compensation for
injury.

General surgical workload

Mr M E J HACKETT and Mr B C SOMMERLAD
(Department of Plastic Surgery, The London
Hospital, London El 1BB) write: Mr Timothy G
Allen-Mersh and Mr Richard I Earlam (15
October, p 1115) attempt to show a profile of the
work of a general surgical firm but make several
reservations about the accuracy of the figures on
which the conclusions are based. We wish to point

out another apparent inaccuracy. Although a
correction has been made for the number of
urological procedures performed by urologists, it
appears that no such correction has been made for
the number of malignant skin lesions, malignant
melanomas, and, to a lesser extent, cancers of the
tongue and salivary glands treated by plastic
surgeons. According to Hospital Activity Analysis
records for 1982, for example, 80% of operations
for skin neoplasms in this hospital were carried out
by plastic surgeons. Throughout England and
Wales a large proportion of these lesions (excision
of which is the second most common surgical pro-
cedure listed by Mr Allen-Mersh and Mr Earlam)
are surgically treated by plastic surgeons. This
obviously has considerable relevance for the
planning of curriculums for undergraduate and post-
graduate teaching, for the organisation of surgical
training, and for the forward planning of surgical
staffing levels-the stated aims of the paper by Mr
Allen-Mersh and Mr Earlam.

Too much heparin

Dr JONATHAN HOLLIDAY (Barnes, London SW13)
writes: I would like to support the findings of Dr
A S Hutchison and others (15 October, p 1131) and
to add a further observation. Samples taken from
premature babies for blood gas analysis are very
small: in our case less than 0-2 ml. I have also
noticed that the amount of heparin left in the
sampling equipment affects the result. We use two
methods for collection of samples. In the first,
using a 25 G (orange) needle (Gillette) and a 1 ml
syringe (B-D Plastipak) the dead space is 0 043 ml.
If this heparin is not evacuated before collection of
the sample, then it will be added to the 0-2 ml
sample of blood and constitute 18% of the sample.
This proportion certainly does affect the CO2
estimation. In the second method a 23 G (blue)
needle, preheparinised, is used, from the end of
which the arterial sample is collected into a
heparinised capillary tube. As the blood, and the
heparin before it, wells up into the hub it is
collected into a 0-2 ml heparinised capillary tube
(these come ready anticoagulated). The volume of
dead space is much smaller by this method,
0-006 ml, and makes up only a possible 3% of the
collected sample. Furthermore, because most of the
heparin used to anticoagulate the needle is collected
into the capillary first, this part of the sample can
be discarded and the heparin content minimised.

If the first technique is to be used all heparin
must be excluded before collection and the
resulting air bubble immediately eliminated.

Duchenne muscular dystrophy

Dr S P K LINTER (Freeman Hospital, High Heaton,
Newcastle upon Tyne NE7 7DN) writes: In his
leading article (15 October, p 1083) Dr David
Gardner-Medwin makes many salient points on
early diagnosis of Duchenne muscular dystrophy.
My colleagues and I have previously commented on
the importance of the early detection of pseudo-
hypertrophic (Duchenne) muscular dystrophy and
of those patients at increased risk from malignant
hyperpyrexia or suxamethonium associated muscle
injury. In our report we commented on the asso-
ciation between pre-existing muscle disorders
(including muscular dystrophy), hernias, and
strabismus.' In an attempt to identify these patients,
who may present for surgery between the ages of 2
and 7, we commented that: "A history of delayed
motor milestones should be treated seriously, as an
indicator of an underlying disorder and thoroughly
investigated." The age at which a child walked is
the most important (and easily remembered) motor
milestone for most parents. As part of our pre-
anaesthetic medical history we routinely inquire
about this, for although these cases are rare, if not
identified they are potential anaesthetic fatalities.

Linter SPK, Thomas PR, Withington PS, Hall MG.
Suxamethonium associated hypertonicity and
cardiac arrest in unsuspected pseudohypertrophic
muscular dystrophy. Br J Anaesth 1982;54:1331-2.
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