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External Pressure and Venous Return

SIR,-I wonder if I might supplement the
excellent paper by Dr. S. Sabri and others
(28 August, p. 503)? They state there are no
data on peroperative measurements of venous
return while external pressure is applied to
the legs. I measured velocity in the femoral
vein during surgery in 27 patients.1
A profound fall in velocity was noted

during the induction of anaesthesia. This fall
did not occur in those patients who wore
Tubigrip.-I am, etc.,

G. S. MAKIN
Nott-neham General Hospital,
Nottingham

Makin, G. S., Yournal of Surgical Research, 1970,
10, 513.

Scotland's Anaesthetists

SIR,-In reply to the letters by Dr. L. R.
Walker and Dr. H. G. Pledger (14 August,
p. 431), surgeons provide the majority of
the work load for anaesthetists and it is their
numbers, not the population figures, which
are important for the assessment of the
anaesthetic work load. In the population
there is a reserve of unoperated surgical
conditions, as witnessed by the size of wait-
ing lists and the greater number of opera-
tions performed for a given population in
the U.S.A., where surgical stafing is greater.'

Population figures are particularly un-
reliable as an indication of differences be-
tween city and peripheral areas. In the case
of the Glasgow Royal Infirmary, for example,
about one-third of admissions arise from
outwith its catchment area and these are
often referred from regional hospitals for
treatment in highly specialized units. As
such they may create a disproportionately
large demand on the services of anaesthetists.
The 1968 inpatient discharges quoted by

Dr. Pledger may not be fully accurate, as at
least one major hospital overlooked 171%
of its returns.2 In addition, inpatient figures
do not take into account operating lists not
covered or cancelled owing to the very
shortage of anaesthetists one is trying to
assess. For these reasons Dr. Pledger's
figures could mislead.
There are many Scottish surgical teams

which would welcome extra lists if
anaesthetists were available.-I am, etc.,

GEOFFREY D. PARBROOK
The Royal Infirmary,
Glasgow
I Blnker, T. P.. New England Yournal of Medicine,

1970, 282. 135.
2 Parbrook. G. D., and Steel, D. F. (submitted for

publication).

Neurofibromatosis with Leukaemia

SmI,-There is an association between
leukaemia and several chromosomal and im-
munological disorders, including Down's
syndrome, Fanconi's anaemia, Bloom's syn-
drome, congenital agammaglobulinaemia,
and ataxia telangiectasia.1 2 Von Reckling-
hausen's neurofibromatosis, an autosomal
dominant disorder of variable penetrance, is
associated with an increased incidence of
malignant disease: neurofibrosarcoma,
glioma, adrenal carcinoma,3 and Wilm's
tumour,4 but this list has not, to our know-
ledge, previously included leukaemia. We

wish to report the association of neuro-
fibromatosis with acute myeloblastic leukae-
mia in a 5-year-old boy.

This Caucasian child was noted to have a
number of cafe-au-lait spots at birth. His
mother was found to have similar spots
together with subcutaneous nodules, and his
elder brother was also known to have similar
skin lesions, optic atrophy, a hemiparesis,
and mental retardation. In his second year
the propositus developed an apparent leukae-
moid reaction, with a leucocytosis of
100,000/mm3 comprising mainly mature
neutrophils. This leucocytosis was a response
to a staphylococcal empyema and, although
the spleen was transiently palpable, the white
cell count subsequently fell and he remained
in good health, though without follow-up
haematological examinations, until his sixth
year.

His final illness presented with anaemia,
hepatosplenomegaly, and lymphadenopathy
and he was noted to have numerous cafe-au-
lait spots up to 8 cm in diameter. Seventy
per cent. of the aspirated bone marrow cells
were myeloblasts (confirmed cytochemically
by the P.A.S., Sudan Black, and 1-
glucuronidase reactions).5 Chromosomal
analysis of blood revealed a normal male
karyotype with no Philadelphia chromosome
and the fetal Hb level (7-1 %) was not
sufficiently raised to suggest juvenile chronic
myeloid leukaemia.

In view of the low incidence (330-400 per
million)3 of neurofibromatosis and also of
acute leukaemia (117 per million males)6 the
association of the two diseases in this boy
might represent malignant change in a
genetically predisposed individual.-We are,
etc.,

MICHAEL W. McEvoy
JILLIAN R. MANN

Department of Haematology,
Children's Hospital,
Birmingham 16
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Psychogeriatric Services

SIR,-The recent articles (17 July, p. 166
and 24 July, p. 202) and correspondence
(31 July, p. 308, and 21 August p. 478) on
psychogeriatric care do not reflect what I
find to be my chief problem as a consultant
psychiatrist in the industrial midlands. In
my hospital group the general, geriatric, and
psychiatric hospitals are on adjacent sites
and there seems to be no difficulty in ob-
taining co-operation between physicians,
geriatricians, and psychiatrists. The insuper-
able obstacle is the provision of nurses and
beds. This is reflected in the silting up of
general medical, surgical, and psychiatric
admission units with aged patients waiting
transfer to a long-stay ward.
More and more of my domiciliary con-

sulations and outpatient appointments for
over 65s are clearly not calls upon my
psychiatric expertise but a despairing

attempt to obtain institutional care for
physically and mentally deteriorating old
people. Most of them have been dementing
for months or years and have already had
the benefit of tranquillizers and such sup-
portive services as can be provided locally.
So it is not unreasonable that they should
be admitted somewhere for long-term care.

But do they need specialists to look after
them? A few have physical diseases beyond
the resources of the general practitioner. A
few are so disturbed as to need expert
psychiatric nursing. But most require
straightforward physical nursing and
commonsense management of their increas-
ing loss of memory and confusion. Surely
the answer is to provide small cottage type
hospitals or wards (pace the Department of
Health), supervised by the family doctors
whose patients are admitted to them and
staffed by local married women nurses,
possibly on a part-time basis. Such units
would encourage visiting (even in our
densely populated catchment area some
relatives have to travel 20 miles (32 km)),
relieve the general practitioner of much
frustration, and allow the physician and
psychiatrist to resume a genuine consultative
function.-I am., etc.,

MARTIN H. DAVIES
All Saints Hospital,
Birmingham

Careers in Medicine

Sm,-Please may I be allowed to comment
on the current medical staff shortage in hos-
pitals? It seems to me that most discussions
of this topic put the cart before the horse.
Instead of encouraging doctors to study and
gain experience in order to build up a career
of their choice, the N.H.S. appears more
concerned to "provide a career structure"
for doctors. In the various discussions on
careers in medicine, the aspirations of the
doctors themselves are never taken into
account, with the result that those who
object to having their thinking done for
them by committees are effectively penalized;
consequently many emigrate.

This "career structure" demands that all
hospital doctors should make an effort to
become consultants, yet, since there are
fewer consultant posts than junior posts, many
junior doctors must inevitably be eliminated
in the competition for consultant posts. In
addition, the postgraduate qualifications re-
quired to become a consultant are difficult to
obtain. Consequently, no doctor starting out
in the hospital service can be sure of ever
obtaining a permanent position; even a
doctor who has studied for years and ob-
tained M.R.C.P. or F.R.C.S. may still be
unable to get a secure job in the hospital
service.

Since there are no permanent hospital
posts below the rank of consultant-apart
from medical assistants, who are being phased
out-all subconsultent posts must be desig-
nated as "training posts." However, many
of these posts have no real training pro-
gramme, with the result that they remain un-
filled. The "answer" to this "problem" is
usually based on the supposition that train-
ing facilities should be "provided" in these
posts, but many units could not provide a
training programme without drastic changes.

If I may illustrate from personal ex-
perience: I am a single-handed casualty
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