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able graduate, but it is severe enough to have
elicited the concern of the collegiate trainees
committee of the Royal College of Psychiatrists.6

Yes, Dr Furnham is correct in suggesting that
the results presented come as no surprise to
psychiatrists given the large volume of work al-
ready published on this topic, but they do empha-
sise the need to maintain the effort to promote
more realistic and positive ideas towards mental
illness inside as well as outside medical school.
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The need for redistribution of training posts
in psychiatry

SIR,-For several years the Trent region has
experienced difficulties in recruiting to consultant
posts in mental illness. Over the past two years
over 40 posts have been advertised, of which 24
remain unfilled. About half of the appointments
made were from our own senior registrars, most of
whom take up consultant posts within the region.
Over the next five years we expect 10 retirements

and a further expansion of at least 28 posts in
general psychiatry. The total number of posts
needed before 1991 will therefore be around 52.
There are 29 posts at senior registrar grade, and ifa
three year higher professional training period is
assumed these posts may just produce the number
of trained doctors needed.

Examination of manpower statistics reveals that
there are time expired senior registrars in the
Thames regions while Trent is struggling to main-
tain a service. Maybe training is superior in the
major London teaching centres, but I suspect that
our psychiatrists would disagree. However, even if
training must be centralised, accredited senior
registrars should be encouraged to apply for all
available consultant posts and not be allowed to
extend their training period-many in unapproved
honorary clinical assistant posts.-

In the long term, surely each region should train
roughly the number of consultants it requires; we
would not then have time expired juniors in one
area of the country when they are a needed
resource in another. In the mean time they should
be encouraged to "get on their bikes."
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Humoral response to wheat protein in
patients with coeliac disease and enteropathy
associated T cell lymphoma

SIR,-Drs Duncan E Loft and Michael N Marsh
(29 November, p 1439) have clearly misunder-
stood the main thrust of our paper (11 October, p
908). They accuse us of being vague with regard to
the gluten sensitivity of our 16 patients with
enteropathy associated T cell lymphoma. This
was certainly not our intention; consequently

the phrase "transient clinical response" indicates
initial clinical improvement which did not persist
on a gluten free diet. At the moment the question
of whether these patients with T cell lymphomas
have or had classic coeliac disease remains un-
answered.
The relevant clinical problem which we ad-

dressed was whether patients who present with
small intestinal mucosal atrophy are suffering from
enteropathy associated T cell lymphoma or benign
coeliac disease. Dr Marsh's own work would
suggest that histological variables are useful and
now we have documented a series of observations
which we hope will ultimately contribute to a
composite picture of histological, immunological,
and clinical characteristics clearly distinguishing
the two groups. First of all, in the lymphoma
group, none of 16 patients had raised levels of
wheat protein antibodies despite having villous
atrophy, being on a gluten containing diet at the
time of testing and also having an intact humoral
immune system. Furthermore, the female to male
ratio was 1:1 -6, and, contrary to the assertions of
Drs Loft and Marsh, only two of five tested were
DR3 positive. This is in clear contrast with a group
of 76 patients with classic coeliac disease, ofwhom
93% had raised titres of wheat protein antibodies,
91% had DR3, and the female:male ratio was
2-2:1.
We believe these results are important and help

to distinguish patients with benign coeliac disease
from those with intestinal lymphoma.
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Patient load and medical staffing in adult
dialysis units in the United Kingdom

SIR,-Dr William K Stewart and Ms Laura W
Fleming (13 December, p 1545) admit that it is
"extremely difficult to assess medical staffing ... as
members of staff in the same grade often spend
different proportions of time on renal work." We
believe that their data are not only manifestly
inaccurate but irrelevant. Renal transplantation,
the treatment of choice for most patients with end
stage renal failure, is not considered, despite the
fact that most renal units now offer an integrated
dialysis and transplant service. Any analysis of
costs and staffing should now be based on the
overall renal service provided for a defined patient
population. Such data would provide not only a
more accurate assessment of the present situation
but also information of considerable importance
for future planning.
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SIR,-In 1975, 64 consultants cared for 3272
patients on renal replacement programmes in the
UK. In 1985, 84 consultants cared for 10605 such
patients. The decade 1975-85 saw an increase of
224% in workload (patients receiving renal re-
placement therapy) supported by an increase of
only 31% in consultant staff' 2(unpublished results
of a 1986 survey conducted by the Royal College of
Physicians committee on renal medicine). These
facts help to document the need for an expansion of
manpower in nephirology in the UK. Such an

expansion will need powerful and convincing
advocacy in the present environment of health
service funding. Documentation of the relevant
evidence was compiled in careful studies under-
taken in 1975 by the Renal Association' and later
by the Royal College of Physicians.2 The college
conducted a further study of this subject in 1986.
Against this background the study by Dr William
K Stewart and Ms Laura W Fleming is most
unfortunate. We submit that it is inaccurate and
misleading.
The criticisms are many, but we will restrict our

comments to a few issues. Their survey claims to
relate workload to manpower, yet it totally ignores
renal transplantation and acute renal failure. The
workload generated by renal transplantation alone
exceeds that produced by maintenance dialysis in
some units and this invalidates many of the con-
clusions drawn by the authors. These conclusions
are based on an arbitrary scoring system for
manpower derived from their analysis ofaquestion-
naire sent to renal units. Our confidence in the
accuracy of their information was undermined
when we found that one of the units we serve was
alleged to have three university staff, whereas in
reality it has none. If this standard of care in
analysis of results is representative it invalidates
the study completely. Furthermore, in calculating
the manpower factor in their analysis they ignore
the sessions devoted to nephrology by both senior
and junior staff. The 1986 survey by the Royal
College ofPhysicians shows that consultants on the
staff of renal units provide two to 11 sessions
in nephrology, yet a consultant providing two
sessions of renal service would count equally in
the authors' analysis as another contributing 11
sessions.

Other criticisms are many: why should Sheffield
and Newcastle be analysed differently from Bir-
mingham and Leeds? Where is reference 13?
There is an excellent argument for an expansion

in manpower in nephrology in the UK, but this
argument will be weakened by inadequate surveys
of the problem.
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AUTHORS' REPLY-Your correspondents are
concerned that patient load did not include trans-
planted patients or patients with acute renal
failure. Ideally these components of renal work-
load also require computation. However, as
transplantation has already been recently surveyed
on its own, without chronic dialysis,' it seemed
reasonable to assess medical staffing in dialysis
units together with the load ofpatients undergoing
dialysis, irrespective of transplanted patients.
Units with transplantation facilities were in most
cases indicated by the listing of a surgeon. Forty
per cent of surveyed dialysis units did not have
attached surgical staff, implying that transplanta-
tion occurs elsewhere. Those units listed with
surgical staff in our survey had higher average
medical staff scores than those without surgical
staff (21-~6 compared with l5-8 respectively).

Defining the patient population requires choices.
We chose tO limit our survey to those undergoing
chronic dialysis and deliberately excluded those
undergoing transplantation, those in acute -renal
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