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There is a simple solution. The report
points out in paragraph 24 that much of the
development of individual interests and special
skills begins in the later years of senior
registrarship. This is so and should con-
tinue to be so. The senior registrar is having
one of the best times of his professional
career. Unfortunately this beautiful period
is bedevilled with the uncertainty of obtain-
ing a permanent consultant post. This would
be partially relieved by the completion of
his vocational training and his registration
in his specialty; it would be further relieved
if he was given increasing clinical responsi-
bility, having complete clinical charge of a
small number of beds while still retaining
the service commitments of the senior-registrar
post on the unit in which he works. The
responsibility of the consultant grade is to
see to it that the trained senior registrar does
have this facility to develop his individual
skills and interests, and at the same time
to exercise gentle restraint without which the
young consultant today, so heavily armed by
modern techniques, can commit such havoc
to his patients and to his professional career.

It is at this stage that the mobility men-
tioned in paragraph 25 can take place. It
may well be that the size of the unit or
the nature of its work would prevent the
young consultant having more than, say, four
beds out of 40, but he should be able to
move to another unit and acquire greater
responsibility, so that he eventually acquires
full clinical charge of an average unit at
about age 37 or 38 as at present. He is
unlikely to move after acquiring full con-
sultant status with control of a unit. Home
and family ties, financial reasons, relation-
ships with general practitioners and fellow
consultants who feed his special skills and
interests with their cases, will all prevent his
mobility after the age of 38 to 40.
The final consideration is financial. It

always is. The report is as blind to this as
the practical effects of its recommendations.
If the report is correct that men after eight
years of postgraduate training should be given
full consultant status, then they should be
paid accordingly. If the recommendations of
the report were put into effect there would
be an immediate increase in salary for a large
number of registrars and senior registrars,
and this could scarcely be done without retro-
spective adjustments for consultants already
in post. The report makes an excellent case
for this for submission to the Review Body.
And it is after all a Ministerial report and
not a submission from the B.M.A. or the
Joint Consultants Committee.

If there is to be gradual progress to full
consultant standing between 32 and 37 to 38,
then it will be necessary not only to link the
bottom rung of the consultant incremental
ladder to attainment of minimum consultant
status at about 32, but also to extend the
consultant incremental ladder upwards for,
say, another seven years after the attainment
of full consultant status at 37 or 38 to about
45, so that the entire consultant incremental
ladder would run from 32 to 45. This plan
would overcome the problems of the junior
medical staff at present so disgruntled by the
severe check to their progress from senior
registrar to consultant. It would allow for
expansion of the consultant grade at a con-
trolled rate in line with expansion of facilities
in which they can work, and it would not
break up the team system so essential in

modern hospital work as would the sudden
eruption of a rash of consultants all of equal
status.-I am, etc.,

K. S. MULLARD.
Wessex Regional Cardiac and

Thoracic Surgical Service,
Chest Hospital,

Southampton, Hants.

REFERENCE
I The Responsibilities of the Consultant Grade,

Department of Health and Social Security, De-
partment of Health for Scotland, 1969. Lon-
don, H.M.S.O.

SIR,-The consultant medical staff of this
hospital are dismayed at the apparent lack
of appreciation by the B.M.A. to the wide-
spread discontent of regional hospital board
consultants to the Responsibilities of the
Consultant Grade document.' The several
recent excellent letters published on this sub-
ject have so effectively dissected the document
that the majority of consultants and medical
staff committees have probably not communi-
cated their similar views to the Editor of the
B.M.7.
A further row is now looming in respect

of the annual retention fee for the Medical
Register. The B.M.A. is apparently inferring
that the lack of a vociferous response from
the profession in 1965 implied acceptance
on our part.
At what level are we expected to pitch

our voices before our colleagues at B.M.A.
House take action in support of our views
on the Responsibilities of the Consultant
Grade affair ?-I am, etc.,

F. C. HARRI S,
Chairman, Medical Staff Committee,

West Suffolk General Hospital.
Bury St. Edmunds,

Suffolk.

REFERENCE
I The Responsibilities of the Consultant Grade,

Department of Health and Social Security, De-
partment of Health for Scotland, 1969. Lon-
don, H.M.S.O.

SIR,-Our medical staff committee has
considered the report of the working party
appointed by the Minister of Health and
Secretary of State for Scotland,' and find
ourselves in agreement with those letters
written condemning it, especially that of the
North-west Metropolitan Regional Committee
for Hospital Medical Services (23 August,
p. 469).
We would urge any regional consultant

staff committee, which has not yet done so,
to join in expressing their opinions on this
subject.-We are, etc.,

I. D. HENDERSON, P. LEESON.
Chairman, B. MAURICE.

Medical Staff Committee.R MAY.
J. BRIFFA. R. MILLER.
J. CGoAN. J. SALMON.
M. EvEREST. A. C. TOWNSEND.
E. FOWLER.J.TEHWN
R C. KING. A. W. R. WILLIAMSON.

Kent and Sussex Hospital,
Tunbridge Wells, Kent.
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Cost of Medical Publications

SIR,-I had been wondering whether
someone from Excerpta Aledica would reply
to the criticisms in the articles on the cost
of medical publications which appeared in the
B.M.J. (26 July, p. 227). Now, after 12
weeks, we have the letter from Mr. P. A.
Warren, director of the Foundation (18 Octo-
ber, p. 169). Perhaps Charles C. Thomas,
Academic Press, and Pergamon Press, which
were also criticized, will now feel moved to
reply. I find it worrying that these firms
should ignore criticisms of their prices and
shrug off an editorial in one of the world's
leading medical journals.

Turning to Mr. Warren's attempt " to pro-
vide enlightenment," his letter contains no
facts, figures, or answers. Of course, the
costs of production are the same for a non-
profit-making concern as for any other. But
because it does not have shareholders to
reward it should be ploughing back its profits
in some way. Is Excerpta Medica doing so ?

Mr. Warren gives no account of how
his organization came to price the volume
Diabetes at £22, nor of what efforts he is
making to reduce the price, which I hope
he will agree is too high, in the future.
What, I wonder, does he expect the cost of
the corresponding volume for the 1970 inter-
national diabetes congress to be ? Mr.
Warren says that organizers of congresses
" almost invariably insist on the ' heavy and
so shiny ' paper, the heavy cover, the specially
designed dust jacket, etc." Clearly I am not
in a position to deny this statement, only to
express surprise at it. Does Mr. Warren
try to persuade conference organizers to
reduce costs ? And does he fail ?

Does Mr. Warren know how many copies
of the conference proceedings he has pub-
lished are sold (a) to private individuals and
(b) to libraries ? I would be very glad to
have from him-and from a representative
of Academic Press-an assurance that he
does not calculate his retail prices on the
assumption that there is a captive audience
of medical libraries which feel obliged to buy
his publications, and that other sales are
immaterial.
A final point. Now that Pergamon Press

is under new management, would a representa-
tive care to answer the letter from Miss E.
Muriel Spencer, librarian of the British
Dental Association (9 August, p. 356), who
reported that the cost of Archives of Oral
Biology was 5 guineas annually to a private
subscriber but £40 to a library ? The point
seems worth answering.-I am, etc.,

D. A. PYKE.
King's College Hospital,
London S.E.5.

Obstetrics and the General Practitioner

SIR,-Recent rumours and trends have
suggested that the days of the general-
practitioner obstetrician may be numbered.
We feel that this would be a misguided step
of the first order,

In this area many general practitioners
have the time and interest, and also the co-
operation of a first-class midwifery team, to
enable them to carry out first-class obstetric
practice. At the present time this may well
be conducted on the district in a high pro-
portion of cases, but even looking to the
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future there is no reason whatsoever to pre-
sume that the enthusiasm and care displayed
in domiciliary obstetrics should not continue
when more hospital beds are opened up for
general-practitioner use. It is essential, how-
ever, that the same enthusiasm should be
stimulated in the midwives who will need to
be included in the general practitioner's team,
just as they are now.
The success of general-practitioner obste-

trics must not be underrated. First of all
the patients themselves express their appre-
ciation of the fact that it was their own
doctor who was responsible for looking after
their confinement. Secondly, the perinatal
mortality figures at present being accurately
assessed in Ipswich are lower than, or as low
as, any consultant-supervised normal obstetric
service in the country.' Thirdly, the general
practitioners are well aware of their capa-
bilities and limitations, and do not hesitate
to refer their abnormal cases to a consultant-
supervised obstetric unit.
The planning of general-practitioner beds in

district general hospitals must take all this into
consideration. The role of the general prac-
titioner in hospital can nowhere be exempli-
fied better than in the supervision and con-
duct of normal obstetrics, where help can be
sought if an abnormality does arise, but
where the outstanding co-operation which
exists at present between family doctor and
domiciliary midwife can be continued. The
pattern of 12-48-hour discharges (as in the
Cardiff scheme)' under these circumstances
should become the ideal obstetric plan of
the future. Further training in obstetrics
is thus an essential part of vocational train-
ing for general practice, leading to continuing
experience in normal obstetrics to the tune of
25-35 cases per year for an average size list
of 2,500 patients.

It is our opinion that the proper practice
of obstetrics is within the content of modem
general practice, that it is a physiological
process in which the general practitioner and
midwife must be fully involved, and that the
rapport established with the family by his
performing this function is an essential part
of family doctoring.-We are, etc.,

FRANK WELLS.
Ipswich, Suffolk. ROY WEBB.

REFERENCES
Unpublished observations.

2 Personal communication.

SIR,-The report of the council of the
Royal College of Obstetricians and Gynaeco-
logists on Hospital Obstetrics and the
General Practitioner' has filled me with con-
cern and dismay. No doubt many other
general practitioners will feel the same.
What is perhaps more alarming is that the
Royal College of General Practitioners sup-
ports this report.

In essence, it is a complete take-over of
general-practitioner obstetrics, with the rele-
gation of the general practitioner to the posi-
tion of a glorified houseman. This will
certainly be unacceptable to the majority of
general practitioners, who at the moment
practise obstetrics in their own right, and
practise it with skill and efficiency to the
satisfaction of their patients with that per-
sonal touch that is peculiar to the art of
general practice.

It is the old, old story. We repeatedly
hear the old lip-service phrases about general
practitioners, "backbone of the profession,"

etc., etc., but inevitably in any plans for
reorganization we are pushed into a secon-
dary role. Two important principles are
ignored-namely, that (1) the general practi-
tioner is a principal in his own right, and,
(2) general practice is a viable entity, designed
to function in conjunction with, but never
subject to, any particular specialty. General
practice obstetrics is a part of this entity and
the G.P., provided he has the necessary skill
and training, has a right to practise as the
principal that he is.
The specialist obstetric unit and general-

practitioner obstetric unit are separate and
distinct both in role and character, and must
remain so whether they be under the same
hospital roof or 20 miles (32 km.) apart. The
former accepts those cases that the general prac-
titioner considers are in need of specialist care
and skills that are beyond his resources. He
relinquishes the control of these cases to the
consultant until such time as the consultant
considers them to be returned to the care of the
general practitioner. This is right and proper,
and is what the consultant has spent arduous
years of training to do. The general practi-
tioner unit on the other hand is for those cases
that the general-practitioner obstetrician con-
siders he is competent to manage. The cases
admitted to this unit should remain the respon-
sibility of the general practitioner, unless he
considers that specialist intervention is neces-
sary, when he will call in the appropriate con-
sultant in the time-honoured and traditional
manner. The selection of cases for, and the
administration of, such units should be the
responsibility of the general-practitioner obstetri-
cians. To involve consultants in this is undesir-
able and a needless waste of their valuable time.
Thus general practice obstetrics would

remain the responsibility of the suitably
trained general-practitioner obstetrician, leav-
ing the consultant obstetrician free to devote
his time and skill where it is most needed-
in his own specialist obstetrical unit. The
system envisaged in the report would inevit-
ably lead to the consultant being over-
burdened with unnecessary supervision and
administration with dilution of his potential
as an expert in his particular field, to the
detriment of the obstetrical service as a whole.
There is no reason why both consultant and
general practitioner cannot work in their own
units in liaison and harmony, with mutual
respect for each other, and produce the best
obstetrical service possible. The overall
supervision of obstetrics in any particular
area would be best carried out by a joint
committee, upon which consultants, general
practitioners, and local authority medical
officers are equally represented-probably
best done by an extension of the present
"cog-wheel " system.'

It seems likely that the Royal College
report will raise quite a furore. Indeed, it
is hoped that this will be so. For should
this " take-over " be allowed to occur it will
be one more nail in the coffin of general prac-
tice. It is to be hoped the local divisions of
the B.M.A. will study this report in detail,
with particular reference to the problems in
their particular areas, and that on the result
of their findings the B.M.A. will advise both
Colleges to take another very careful look
at the whole problem.-I am, etc.,

DAVID HOOKER.
Truro, Cornwall.
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Report of Council on Hospital Obstetrics and
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Radiology's New Chance

SIR,-The creation of university depart-
ments of radiodiagnosis which was empha-
sized by Professor J. H. Middlemiss (11
October, p. 107) is very important. How-
ever, this is not the only problem confronting
British radiology today.

There is certainly a shortage of radiologists
in Britain, but the demand is worldwide, par-
ticularly in North America. Therefore there
is a risk that fully trained radiologists will be
tempted to seek appointments abroad. There
are several reasons why this might occur.

Radiologists are trained to regard the
specialty as a clinical science and are familiar
with the majority of modern techniques.
However, many consultant appointments
today are such that it is impossible to apply
this experience because the work-load is too
great.
The essence of modern radiology is close

contact with clinical colleagues. Without
this the radiologist is reduced to a technician
who will ultimately become divorced from the
clinical situation. It is difficult to establish
this contact unless the radiologist is constantly
available in the department. Many appoint-
ments are divided between two, three, or even
four different hospitals, which makes useful
clinical contact almost impossible.

There is a general increase in the use of
x-ray facilities. This indicates not only an
increase in the quantity and quality of
examinations but a definite rise in the turn-
over of cases. The commendable drive to
increase the bed-occupancy rate reflects itself
on all service departments. The result is a
considerable strain on secretarial staff, who
may be inadequate in number and experience.
Radiologists keen to provide an efficient ser-
vice are frequently frustrated by the lack of
such supporting staff.
Most departments today have teaching

commitments. This necessitates work involv-
ing museum films, slides, and preparation of
lectures and papers. It should be remembered
that much of this work is carried out for
clinical colleagues who also require radio-
graphs for their teaching duties. This places
a further burden on hard-pressed office per-
sonnel.

Finally, the whole-time consultant radio-
logist is at a definite financial disadvantage.
As in other specialties, significant sacrifices
have to be made in order to obtain higher
qualifications and experience. One assumed
that this would be rewarded by higher salaries
once consultant status was achieved. The
economic situation and Government measures
during the past four or five years have re-
peatedly penalized doctors at senior registrar
and junior consultant level. The rise in the
cost of living for this particular income
bracket is barely compensated by the annual
increment. There is virtually no private
practice in radiology and the merit award
system does little to make the future appear
any brighter.

Therefore there is a problem of conditions
of work and pay for radiologists. Unless this
is remedied by the Department of Health and
the forthcoming report from the Review Body,
I would estimate a constant drain of trained
radiologists to appointments abroad, which
offer very attractive professional and financial
rewards.-I am, etc.,

D. M. HYrNES.
X-ray Department,

Northern General Hospital,
Sheffield, Yorks.
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