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death. Appropriate counselling and support may then lead
to relief of symptoms.
An unexplained breathing disorder was found in 65% of

patients in a recent study,24 and this was reduced to 5000
after arteriography. The hypoventilation syndrome25 may be
distinguished from other anxiety states by the precipitation of
typical symptoms by voluntary overbreathing and by the
termination of spontaneous attacks by controlled breathing or
rebreathing into a paper bag. Support and reassurance with
occasional short term sedation with benzodiazepines may be
required initially, but many patients will achieve complete
control over their symptoms.
The status of the "hyperdynamic 3 adrenergic circulatory

state"26 is less certain. Panic attacks, chest pain, and palpita-
tions may be induced by beta adrenergic agents, and beta
blockers such as propranolol may reverse or suppress such
attacks.
A recent revision of American psychiatric nomenclature27

includes a diagnostic category 300-01 panic disorder, whose
criteria include chest pain or discomfort, choking or smother-
ing sensations, dyspnoea, palpitations, and fear of dying.
There are now several claims that this syndrome responds to
treatment with tricyclic antidepressants.25-30 Mixed neurotic
states, often with symptoms of both anxiety and depression,
may require drug treatment to control symptoms and sup-
portive psychotherapy. Patients with residual chest pain but
no evidence of physical or emotional disorder may be treated
with (among other agents) nitrates, advised to avoid coronary
risk factors, and given regular positive counselling from their
general practitioner.
The exceptional patient may sustain a subsequent myo-

cardial infarction but this is likely to be recognised and dealt
with promptly. More common, but harder to recognise, is the
patient who denies emotional distress or stressful life events
but goes on to manifest unequivocal but still unacknowledged
evidence of their effects. It is this group which is most
likely to tax the physician's therapeutic skills.
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A better deal for overseas
doctors
Some of the most distinguished members of our profession and
many others who provide indispensable service first came to
Britain as "overseas doctors". The problems facing these
doctors seem likely to become worse in the immediate future.
The last few years have seen competition for good senior

house officer posts increase as British medical schools have
increased their output of doctors and vocational training pro-
grammes for general practice have burgeoned. Too often,
foreign graduates find that they are unable to get good jobs in
the specialty which they wish to study and they fail the examin-
ations which they had hoped would testify on their return home
to their successful training. They then stay on in a series of
unsatisfactory posts, sometimes as locums, until, in their late
30s or early 40s, married and with a family, they realise they
have no prospects here or in their own country. With an
understandable sense of grievance they are apt to blame the
system for lack of training opportunities.

Certainly more could be done to give career guidance early
on. There are still some poor junior hospital posts despite
efforts by hospital staff and postgraduate authorities to provide
integrated senior house officer rotation schemes and the recent
requirement by the General Medical Council that only posts
approved for training by the royal colleges and faculties can be
filled by doctors with limited registration. The Professional and
Linguistic Assessments Board test does ensure minimum

 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.287.6404.1492 on 19 N

ovem
ber 1983. D

ow
nloaded from

 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 287 19 NOVEMBER 1983 1493

standards of knowledge and skill for overseas doctors, but if
numbers exceed the places available for training some people
will fail to ascend the ladder or even secure a first foothold.

Doctors from India and Pakistan, Sri Lanka, Malaysia, and
Iraq account for three quarters of those seeking training in
Britain. Many arrive under their own impetus, with little
understanding of the requirements for training and without
having obtained the support of their teachers. Few consult
bodies such as the National Advice Centre which can indicate
what opportunities are available; few seem to have given serious
attention to planning their return to a career at home.
Any scheme for improving the training of overseas doctors

must take account of the realities of medical manpower in
Britain and the demand for proper training of our own
graduates. With few exceptions doctors with limited registra-
tion are debarred by law from training for general practice,
so the hospital service must provide their openings. Present
anxieties among junior hospital staff are such that the Over-
seas Doctors' Association has proposed closing down the
Professional and Linguistic Assessments Board test for a year
or two to impose a moratorium on new entrants. Given the
British tradition of postgraduate medical education and our
continued dependence on overseas doctors for junior hospital
staff this proposal is probably impracticable. In England and
Wales last year 49% of registrars and 46% of senior house
officers were born outside Britain, and 170' and 20% re-
spectively had limited registration. The number of British
medical students should be properly adjusted to the number
of career posts, but, even with the recession and its inhibitory
effect on the proper development of the National Health
Service, there will still be an excess of junior posts with training
facilities which could be used by overseas doctors.

Last year one of us (DIW) put forward a plan for a National
Overseas Doctors' Sponsorship Organisation to try to improve
the prospects of doctors from abroad. Its object is to match
overseas entrants to opportunities by providing a parallel
training scheme which would not compete with the needs of
our own graduates. At the same time the present staffing
structure would be preserved without overloading the popular
specialties with aspiring consultants. The scheme is at present
being considered by the various bodies concerned with man-
power and postgraduate education.

In essence, a doctor seeking training in Britain would be
supported by his or her own medical authorities and given an
indication of the likelihood of employment on return. Detailed
applications would be sent in advance to a clearing house in
Britain and if acceptable would be passed to an adviser in the
chosen specialty, who would indicate suitable posts. The doctor
would then be accepted for sponsorship and, after the usual
formalities relating to registration, would apply in competi-
tion for jobs within the quota allocated to overseas doctors.
Once appointed, he or she would perform the same duties as
other senior house officers and registrars for the same re-
muneration but would not be regarded as training for a career
in Britain. Supervision and monitoring ofprogress would be the
responsibility of the consultant, clinical tutor, and regional
dean, with the help of college and faculty advisers. The scheme
could be administered by a relatively small central secretariat,
possibly developed from the present National Advice Centre,
and the expense would not be great.
The scheme would do nothing to prevent individual doctors

making their own arrangements; many small scale sponsorship
schemes have been in existence for years and have proved their
worth. But a wider organisation is urgently required to correct
the imbalance between junior staff and consultant vacancies

and to fill the surplus of training posts. Consultants and health
authorities must accept responsibility for training junior staff,
whether from home or abroad, and junior staffmust realise that
all disciplines in all regions must be properly staffed. If more
British doctors continue to enter the popular specialties than
can be accommodated as consultants the present chaos will
continue and overseas doctors will be forced into taking posts
which are not of their choosing. Allocating the excess posts to
sponsored overseas trainees would be much more sensible than
reducing numbers, as the Short committee recommended.
Once agreement is reached, such a scheme could be set up
quickly; overseas doctors would benefit from individual
satisfaction, greatly to the advantage of Britain's reputation
abroad, and a solution to the manpower and training prob-
lems that have dogged British graduates for 30 years would at
last be in sight.
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Microbiological quality
assessment and the
clinician
Over the past decade laboratory doctors and other medical
scientists have become more and more acclimatised to external
investigations of their activities-usually undertaken to study
the cost effectiveness of their work. Nevertheless, they may
resent this procedure acutely if the investigating teams consist
of lay people totally unfamiliar with the subject. Only slightly
more tolerable is the inspection of departments by scientific
review teams, who may in fact offer, even if unsolicited, good
scientific advice. The medical profession is especially sensitive
to any suggestion, even the most tactful, that its work is not
of the highest standard. It is against this difficult background
that national external quality assessment schemes have been
introduced over the past few years into most branches of
pathology. This article, however, covers solely the develop-
ment and benefits that the scheme has brought for micro-
biology. Microbiologists, like their colleagues in other labora-
tory specialties, are really the "middle" men in medicine,
passing their results (with or without advice) through to
clinicians, who then apply this information to the management
of their patients. Clinicians may be classified into two varieties
-those who believe the laboratory report and those who do
not. It is the object of the national external quality assessment
schemes and this article to assure sceptical clinicians that there
is a scheme aimed at maintaining a high standard of laboratory
work.

Britain has 442 laboratories practising microbiology, and
all National Health Service laboratories concerned with
diagnostic work submit themselves to quality assessment.
This in itself is a remarkable achievement because the assess-
ment scheme is entirely voluntary-but we emphasise to our
participants that the objects of the scheme are purely educa-
tional and that the results they achieve are entirely confidential.
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