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wound and a serosanguinous discharge, which is the peri-
toneal fluid escaping between the skin sutures. Examination
of the wound at this stage may disclose an obvious bulging
of the intestinal contents under the skin, or there may be a
palpable defect in the abdominal wall beneath the skin sutures.
In fat patients the clinical diagnosis may be less obvious,
and a lateral radiograph of the abdomen may confirm the
diagnosis by showing bowel shadows very close to the skin
of the wound area. Sometimes the wound dehisces after the
skin sutures are removed and the abdominal contents are
extruded.
A recent review from Finland' highlights the important

factors associated with wound dehiscence. Over a ten-year
period, from 1960 to 1970, there were 49 cases of abdominal
wound dehiscence in 8,226 laparotomies, giving an overall
incidence of 0.6%. Of these operations 2,794 were appendi-
cectomies done through grid-iron incisions. Among these
patients four (0.1%) developed wound dehiscence, while
the incidence of dehiscence in abdominal wounds other than
grid-iron incisions was about 0-8 %. The condition was
commoner in men than women in a ratio of 2-8: 1, and the
maximum incidence was in the fifth, sixth, and seventh
decades of life. In order to assess the importance of various
factors the authors looked through the operating book to find
the next patient of the same sex in the same 10-year age
group to have an abdominal operation after the patient who
was found to have suffered a burst abdomen. The incidence
of various factors was then compared. Unfortunately no
details were given of the number of theatres the cases were
done in and whether each theatre was confined to one sur-
gical service. For example, in the matter of suture material,
one surgical team might always tend to use the same tech-
nique, in which case the disrupted wound and the control
wound would be closed in exactly the same manner. Simi-
larly, surgeons tend to use the same sort of incision as a
routine, so that any tendency for a particular type of incision
to undergo dehiscence would not be apparent if only one
team used the particular theatre under investigation.

Certain factors, recognizable before operation, were asso-
ciated with an increased risk of dehiscence. Firstly, there was
a far higher incidence of patients with malignant disease in
the burst group. A haemoglobin level of less than 11 g per
100 ml was twice as common in the burst group. Again,
hypoproteinaemia below an arbitary level of 6-5 g per 100
ml was three times as common in them as in the others.
Hypoproteinaemia probably leads to swelling and oedema
of the healing wound, which interferes with the laying down
of collagen. Preoperative ileus or peritonitis was six times
commoner in the burst group, fluid and electrolytes dis-
orders four times commoner, and obesity three times. There
was also a preponderance of upper abdominal incisions in
that group.
The important postoperative factors associated with de-

hiscence were almost all related to increased mechanical stress
on the wound. Cough, vomiting, and ileus were present in over
90% of patients (8% in the control group). The incidence
of restlessness, delirium, and physical straining were also
much increased. There was a significant wound infection in
just over one-third of patients.

After the wound was resutured 17 of 49 patients died,
mostly as a result of other complications of their disease
than the actual disruption. About a quarter of the patients
developed a wound infection after resuturing, and an in-
cisional hernia developed in 10% of the survivors. A second
dehiscence occurred in only one patient in this series, and
this low incidence confirms the experience of others.2 3

In the present study no difference in relation to dehis-
cence was shown between various suture materials and
methods of suturing, but most surgeons would find this
hard to accept. Disruption occurring in the first five days
must be due to suture failure or sutures cutting through the
tissues. Breaking of suture material or slipping of knots
should be avoided by careful selection of materials and
good technique. There is evidence that the problem of
sutures cutting through the tissues may be avoided by the
use of buried far and near mass sutures, a non-absorbable
material being used. These interrupted sutures are inserted
through all layers of the abdominal wall except skin and
subcutaneous tissue. In one series a reduction in the incid-
ence of wound dehiscence from 3-7% to 07% was achieved
by this technique.4 The superiority of the mass suture tech-
nique over a layered technique was also confirmed by animal
experiment reported in the same paper.
1 Reitamo, J., and Moller, C., Acta Chirurgica Scandinavica, 1972, 138, 170.
2 Efron, G., Lancet, 1965, 1, 1287.
3 Hampton, J., British Medical journal, 1963, 2, 1032.
4 Higgins, G. A., jun., Antkowiak, J. G., and Esterkyn, S. H., Archives of

Surgery, 1969, 98, 421.

A Mixed Bag
The announcement, once again, of a Review Body award
against the background of an economic crisis' will give doc-
tors a depressing sense of deja vu. In their second report2
summarized in the Supplement-Lord Halsbury and his
colleagues have recommended an overall increase in pay
of 8% for N.H.S. doctors and dentists, though this average,
which adds about £27m. to the N.H.S. budget, includes
much larger rises for most hospital junior staff. While
the overall figure may bring some comfort to a beleaguered
Government battling with large percentage increases in the
public sector, it will receive a mixed reception from doctors.
For in its 57 pages of evidence (see summary in the Supple-
ment) the B.M.A. had sought not only a rise of 10% for
all doctors on economic grounds alone, but also additional
increases for the various sections of the profession. In one
respect, however, the report should be welcome. Singling
out the training areas in the N.H.S., it gives vocational
training in general practice as well as most hospital training
grades a well above average financial boost.

It was barely a year ago that the members of this Review
Body were appointed. Two reports in that time is quick
work by Whitehall standards, and the chapters on medical
and dental manpower and workload show that, helped
by the Office of Manpower Economics, they have rapidly
grasped the essential issues. As promised in their first re-
port,3 they have also thoroughly examined the question of
comparability of doctors' incomes with that of other occu-
pations. The previous Government had criticized Lord
Kindersley's twelfth review on this score, and Lord Halsbury
after going back over the last decade to the Royal Commis-
sion4 firmly closes the door on a contentious issue by saying
"6. . .it is clear that the medical profession, taken as a
whole, gained ground rather than lost it in relation to other
workers in the period between the Pilkington Report and
April 1971 . . . . Now that we have considered this matter
in full we do not think it necessary to look back beyond
April 1971." Nevertheless, though the profession as a whole
may have gained ground, some groups within it, notably
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consultants and the more senior training grades, did not do
so well.
The Review Body has obviously appreciated the pro-

fession's concern about career prospects in the hospital
service and "the uncertainty associated with the present
system of hospital training." The report, too, looks at the
supply and quality of medical students. A special study leads
it to the encouraging conclusions that ". . . the standard of
medical candidate had improved markedly in recent years"
and "that there is no reason at present to foresee difficulty
in filling the expanding medical schools."
The evidence from the B.M.A.'s Joint Evidence Com-

mittee on behalf of training grades contrasted the rewards
open to young doctors entering general practice with those
of graduates opting for a hospital career. The report points
out, however, the misconception that arises over figures
quoted in practice vacancy advertisements because of the
expenses element in G.P.s' pay. Furthermore, in discussing
the case of restoring the relativities that existed before the
historic seventh review5 between general practice and the
training grades the Review Body sees the hospital doctor-
once he is a consultant-enjoying a constantly rising income
until he is about 55. Family doctors on the other hand
reach their maximum sooner, but consultants' earnings
"especially when income from private practice and dis-
tinction awards is taken into account . . . considerably
surpass those of general practitioners." Nevertheless, juniors
-even with rises of from 12 30% (S.H.O.s) to 14-5%
(senior registrars) in their pockets-might well ask where
that leaves the wholetime consultant without a merit award.
The consultants, like housemen and family doctors, are

to have 7-5%. They are also given several hints of "jam
tomorrow" with references to their revised contract-yet to
be negotiated with the health Departments-coming up
for pricing when Lord Halsbury starts the next review in
the autumn. With the economic storm clouds gathering con-
sultants would, surely, have welcomed more pounds now
(even floating ones). They were unenthusiastic about last
year's review,6 and with more patients to see, more teaching
to do, more administration, and, all too often, inadequate
supporting staff, the district hospital consultant particularly
may feel neglected. If the new contract, in contrast to the
present open-ended one, succeeds in relating pay more
nearly to work done then the frustration that is rapidly
building up among consultants may be checked-though
money is not the sole cause of this.
The review turns down the B.M.A.'s suggestion to in-

crease the gap between senior registrars' and consultants'
pay. Though the report notes that the loss of extra duty
payments on promotion and the heavy on call commitments
of consultants might deter senior registrars from seeking
career posts, specially in unattractive areas, the gap is to
be narrowed, from just under £1,000 to around £700. The
state of the hospital service is such that promises of a better
tomorrow may not only fail to prevent a deterioration in the
less popular disciplines and the less attractive areas; they
could temporarily worsen it. No-one could blame junior
staff if they adopt a "wait and see" attitude to career posts
of that kind.
The reports comments on the "long and sometimes ex-

cessive hours on duty" of junior staff stating bluntly: "we
expect urgent steps to be taken to deal with the matter."
Lord Halsbury and his colleagues obviously regard extra
duty payments as a thoroughly unsatisfactory feature of the
hospital scene. They recognize the payments as compensation
to junior staff but see them also as a way of putting pressure

on hospital authorities to take steps to deal with the bad
conditions.

At their annual conference recently family doctors showed
that pay is not the explosive subject it was (B.M.Y., 24 June,
p. 727). Nevertheless, there was some unease about the trend
towards another Pool. This report will probably not still
these fears, for once again an intended average net income
is declared (£5,575-with £2,230 added for expenses) within
which are wide percentage variations. Some of the item-of-
service fees are raised by 100%, but designated area pay-
ments, which the Review Body suspects are not achieving
their aim, are unchanged. The standard capitation fee and
basic practice allowance will go up by only about 3-6%,
but the B.M.A.'s proposal of £1l50 and £2-25 for the new
two-tier temporary resident fees has been accepted.
The Review Body does not see general practice as out

of the wood yet. This opinion must, therefore, have largely
influenced the far-reaching decisions on vocational training.
With the allowance for this more than doubled to £400 a
year, much of the financial disincentive to a young doctor
doing this training before becoming a principal is removed.
Trainers, too, have their grants raised from £240 to a more
realistic £850. The report will add impetus to postgraduate
education in general practice, but the Review Body sounds
a warning about the implications of these proposals, not
just for family doctoring but for other branches of medicine
as well.
The recommendations in this report, the seventh major

review since Pilkington, are retrospective to 1 April 1972.
They are a mixed bag, but any disappointment among doc-
tors will be tempered by the stimulus given to professional
training, by hopes for April 1973, and by the fact that no
section of the community is immune from the country's
economic ills. In fact, the Review Body underlines this by
stating: "among the circumstances we have kept in mind
are . . . the Government's policy of seeking to reduce
the rate of incomes increase in the national interest." By
current standards this is a modest award, and the Prime
Minister has accepted it. Nevertheless, the Government
may soon be obliged to try and cut the Gordian knot of
prices and incomes, so the profession should be making up
its mind quickly about this award.
1 The Times, 24 June, p. 18.
2 Report of the Review Body on Doctors' and Dentists' Remuneration

1972, Cmnd 5010. London H.M.S.O., 1972.
3 Report of the Review Body on Doctors' and Dentists' Remuneration

1971, Cmnd 4825. London H.M.S.O., 1971.
4 Royal Commision on Doctors' and Dentists' Remuneration 1957-60,

Report, Cmnd 939. London H.M.S.O., 1960.
5 Review Body on Doctors' and Dentists' Remuneration, 7th Report,

Cmnd 2992. London H.M.S.O., 1966.
6 British Medical Yournal, 1971, 4, 639.

Emotional Problems in
Childhood and Adolescence
This week we start a new series of "Medical Practice"
articles on emotional problems in childhood and adolescence.
Among the topics to be discussed are school refusal, the
psychotic child, the handicapped pre-school child, the use
of drug therapy, and child psychiatry. The best management
of difficult cases often calls for the mobilization of a skilled
specialist team. We hope that this series will provide a helpful
guide to family doctors and others, who are often the first
to be consulted over these problems.
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