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SIR,-I was delighted to read the letter from
Dr. I. W. B. Grant (24 November, p. 494),
from which I deduce that the consultants
in that teaching hospital group refuse offers
of distinction awards and give their salaries
to charity. They are so grateful for the work
which the State reauires them to do that
to ask for financial reward in addition would
be churlish! At the same time, I feel that
I should advise the Royal Medical Benevo-
lent Fund (p. 494) of the plight of these
doctors' dependents.
The doctors of this country are financially

the poorest in the E.E.C. by a very long
measure. This is true of all grades and con-
ditions. In their submissions to the allegedly
independent Review Body our negotiators
do not need enemies when they have friends
of the calibre of Dr. Grant (other relevant
reading here consists of the last three Review
Body reports and the recent correspondence
between the Secretary of State and the Asso-
ciation (Supplement, 17 November, p. 44;
24 November, p. 52)).

Dr. Grant is clearly confused between
professional responsibilities to patients and
an employee's responsibility to his employer.
Most young doctors, especially those from
overseas, on whom we depend so much for
service and whom we treat so badly, do in
fact wish to know what their duties will be
in a particular post. Something like over
half of the younger doctors in our hospitals
come from overseas, and by no means do
all of these wish, or indeed are able, to
return to their country of origin. In 1972
there were 15,174 doctors in the junior
hospital staffs of this country. To maintain
the consultant establishment of 10,304
(assuming an age at appointment of 34, as
has been recommended) requires a junior
staff in training of 2,510. To maintain the
establishment of principals in general prac-
tice (assuming three years' general training)
requires a junior staff establishment of 1,370.
Thus there are some 3,500 British graduates
among our junior hospital staffs for whom
career prospects are black to say the least.
With the present relationship between in-

flation, house prices, and consultants' salaries
house purchase on achieving a consultant
post is already a major problem. What is the
young doctor in the hospital services to look
forward to? Virtue may indeed be its own
reward, but it does not buy clothes, food,
heat, and a roof over one's head. Some
young doctors may, unfortunately, be
materialistic enough to wish for some of
these goodies.

It is to be hoped that the "elitist" attitude
of some members of the profession will not,
on this occasion, be allowed further to im-
pair patient care by keeping down the earn-
ings of the younger members of the pro-
fession. If this attitude carried the day, it
would decimate junfor hospital staffs in the
same way and for the same reasons as it has
already decimated nursing and other para-
medical staffs. Unfortunately, the person who
suffers is the patient.
The "elitists" in medicine conveniently

forget one aspect of a hierarchial structure,
as is found in the Forces-namelv, that it is
a prime duty of an officer to look after the
welfare of all his men. The attitude of the
"elitists" is objectionable enough towards
fellow consultants and general practitioners,
but when it comes to junior and ancillary
staffs no one wishes to work with the elite
unless there is something very special in the

way of patronage which they can offer.-
I am, etc.,

PAUL R. J. VICKERS

Gosforth, Newcastle upon Tyne

SIR,-On reading Dr. I. W. B. Grant's recent
letter (24 November, p. 494) two politically
apathetic senior registrars have been moved
to reply.

Dr. Grant, like many of his consultant
colleagues, seems to equate a concern for
reasonable financial reward with a decline
in standards of clinical care. We are at a
loss to understand his distaste for the con-
cept of payment for professional skills. He
and so many of his colleagues seem to de-
plore the idea of a junior hospital doctor
attaining a reasonable standard of living. It
is too often suggested that future rewards
will more than compensate for this incurred
deficit. Unfortunately, the lack of militancy
among the consultant establishment has
been instrumental in producing a situation
where this no longer holds true.
We, like many of our colleagues, deplore

the unsatisfactory system of extra duty pay-
ments. However, had the senior members of
the hospital grades made adequate repre-
sentation on behalf of the junior doctors,
these steps would not have been necessary.
-We are, etc.,

W. T. FARRINGTON
N. MACGILLIVRAY

Manchester Royal Infirmary,
Manchester

SIR,- I am in full agreement with the
sentiments expressed by Drs. I. W. B. Grant
and W. P. Bradford (24 November, p. 494) on
the proposed new contracts for junior hospi-
tal medical staff, as I hope are the majority
of junior staff. It may be that the facts are
not as widely known as they should be.
As secretary of the Newcastle University

Hospitals Junior Staff Group I can support
Dr. Bradford's statement on the poor atten-
dance at meetings. There is an average of
15 out of a possible 500 attending. All junior
staff, however, receive a copy of the agenda
and minutes of the meetings so that
they are informed. If they do not wish to
attend then they are assumzd to be content
with their representatives and their views
as expressed in the minutes. I believe this
system to be as democratic as the rest of
our political system when the poll in local
council elections and B.M.A. divisions is
considered.
The Health Service is one of Britain's

biggest industries and its annual costs will
continue to rise. It is important -that it runs
efficiently, and with the reorganization the
emphasis is going to be on management. If
the profession does not provide the manage-
ment then the Department of Health and
Social Security will. The new contract will
provide a basis for costing the work in each
unit on the basis of the number of units
of medical time required to provide the team
to run the unit. It will then be possible to
examine the work done by the unit in terms
of patients treated and morbidity. This could
be done only by a team of medical assessors
(not lay administration) who could recom-
mend changes in either staffing or facilities
to improve efficiency.

In my opinion it is not intended that all
junior staff will ever work a 40-hour week.

In a busy general surgical or medical unit
this would be impossible without a great
increase in the number of junior staff or the
introduction of cross-cover between different
units and specialties. This would be a retro-
grade step in terms of patient care and staff
training. The new contract does mean that
junior staff who work conscientiously in busy
units will receive more pay than their col-
leagues who work 9-5 in radiology, patho-
logy, or dermatology. This principle of a
pay differential for work done is all that is
intended, and I am sure many consultants
would be in full agreement with this.-I am,
etc.,

J. G. W. FEGGETTER
Department of Surgery,
Royal Victoria Infirmary,
Newcastle upon Tyne

Diazepam in the Newborn

SIR,-We were interested to read the excel-
lent paper by Dr. Jean E. Cree and others (3
November, p. 251) on diazepam metabolism
in the newborn after administration of the
drug to mothers during labour.
The findings in babies whose mothers had

been given large doses of the drug were
similar to those we found in a study of two
babies.' Both were immature (33 and 36
weeks) and weighed 2,500 and 2,970 g re-
sp.ctively. One mother had been given
180 mg and the other 100 mg of diazepam
intravenously. We noted a rise in concentra-
tion of diazepam and its metabolite in the
babies' blood for about 48 hours after birth
followed by a sudden fall. There was per-
sistence of the drug in the blood for at least
seven days in both cases. We concluded that
the steep rise in the blood level of diazepam
during the first 48 hours was probably due
to release of the drug from tissue stores at
a time when the liver and its enzyme
systems were immature.
We have also drawn attention to the

necropsy evidence in adults that an entero-
hepatic circulation of diazepam occurs. The
bile is a rich source of diazepam and its
metabolites despite the fact that excretion in
the urine exceeds that by the faecal route.2

It seems from these findings that exchange
transfusion in an attempt to remove
diazepam from the body is likely to be only
partly successful, and careful observation
and nursing in an intensive care unit with
maintenance of a neutral thermal environ-
ment is the policy most likely to succeed.
-We are, etc.,

BRIDGET O'CONNELL
Queen Elizabeth Hospital for Children,
London E.2

GILLIAN MCCARTHY
Bristol Royal Hospital for Sick Children,
Bristol

ANN E. ROBINSON
Department of Forensic Medicine,
London Hospital Medical College,
London E.1

1 McCarthy, G. T., O'Connell, B., and Robinson,
A. E., Yournal of Obstetrics and Gynaecology of
the British Commonwealth, 1973, 80, 349.

2 Robinson, A. E., personal communication, 1973.

Postural Hypotension in the Elderly

SIR,-Your leading article on this common
problem in the elderly (3 November, p. 246)
is timely, as postural hypotension is so often
missed among older people and indeed not
even thought of as a possible cause for their
unsteadiness. Alternative diagnoses such as
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cerebral arteriosclerosis and vertebrobasilar
insufficiency are substituted and by inference
the suggestion made that nothing can be
done. I feel that any examination of a geri-
atric patient must include measurement of
the blood pressure in both the lying and
standing position.
You ask, "Does postural hypotension, es-

pecially over the age of 75, matter?" There
can be no doubt that this condition fre-
quently contributes to accidents at home
leading to fractured limbs, secondary hypo-
thermia, and, perhaps most commonly, an
inability to maintain independent existence
in the home. Salt supplements-up to 8 g
per day of sodium chloride (B.P.C.) in
divided doses or up to 40 mEq of Slow
Sodium per day-have never upset any of
my patients to date and have not yet pre-
cipitated heart failure in this age group.
Cox et al.' have suggested that there is a
significant reduction in the total exchangable
potassium in postural hypotension. Perhaps
this is yet another manifestation of the
"hypokalaemic syndrome" of old age so well
known to geriatricians and seen with such
depressing regularity in elderly people re-
ferred to geriatric departments because they
have "fits and faints."2 The effect of treat-
ment with potassium and salt supplements
may be very dramatic, changing a potential
hospital patient or additional resident in the
social services old peoples' homes to some-
one who can manage to live in the com-
munity.-I am, etc.,

G. R. BURSTON
Manor Park Hospital,
Bristol

1 Cox, J. R., Admani, A. K., Agarwal, M. L., and
Abel, P., Age and Ageing, 1973, 2, 112.

2 Burston, G. R., Modern Geriatrics, 1972, 2, 287.

The Solitary Thyroid Nodule

SIR,-It is with some hesitation that I write
to question a leading article (10 November,
p. 310) which propounds a commonly ac-
cepted policy of treatment. Nonetheless, your
advice for dealing with the malignant nodule
deserves examination. Lobectomy and, for
cosmetic reasons, removal of the isthmus,
pyramidal lobe, and a very small flake from
the opposite side is described as the defini-
tive operation for a malignant nodule, though
total thyroidectomy is proposed when lymph
nodes are involved. Frozen-section examina-
tion of the thyroid is dismissed as being
difficult and unnecessary.
The malignant nodule poses several prob-

lems, one of the most important being diag-
nosis, not only before but also at operation.
Because of uncertainty about the diagnosis,
surgeons have hesitated to subject patients
to total thyroidectomy; yet it is difficult to
accept that lobectomy is a logical alternative
when there are many reports to show that
papillary and follicular carcinoma are either
multicentric in origin or undergo intragland-
ular spread-figures commonly accepted are
20-36%', though Clark, using whole-gland
serial sections, suggested an even higher in-
volvement of the opposite lobe.1 2 Though
it may aid subsequent radioactive iodine
treatment, it would seem to be a little late
in the day to perform total thyroidectomy
only when lymph nodes are involved. Frozen-
section examination for the suspicious thy-
roid nodule was introduced here by the
late Winston Evans and continues to be

routinely available. In practice, this has
come to be regarded as not only a useful
but in many instances an essential examina-
tion.
On the basis of a firm diagnosis at the

time of operation a total or "near total"
thyroidectomy would seem to be more ap-
propriate to the pathology of these tumours.
Clinical recurrence in the opposite lobe after
lobectomy is, of course, much less than might
be expected,-3 but it does not follow from
this clinicopathological conundrum that lobec-
tomy is the proper operation. The risk may
be small, but in an individual patient there
is no way of knowing whether a focus of
carcinoma left in the opposite lobe will
remain latent or develop into a clinical re-
currence. There may be arguments based
on the risk of hypoparathyroidism for advo-
cating "near total" in preference to total
thyroidectomy, but the rationale for preserv-
ing most of the opposite lobe-all but a very
small flake-rather than removing most of it
is not apparent.-I am, etc.,

P. ATKINS
Thyroid Clinic,
David Lewis Northern Hospital,
Liverpool
I Winship, T., Cancer, 1967, 20, 1815.
2 Clark, R. L., Ibanez, M. L., and White, E. C.,

Archives of Surgery, 1966, 92, 23.
3 Tollefsen, H. R., and DeCosse, J. J., American

7ournal of Surgery, 1963, 106, 728.

SIR,-Your recent leading article on this
subject (10 November, p. 310) was excellent
until the penultimate paragraph, where I
feel that the treatment advocated leaves much
to be desired.

Firstly, the work of Russell et al.1 has
shown that in 87-5% of thyroids in which
a carcinoma (of any histological type) has
developed there is a spread either across the
midline or to pericapsular lymph nodes of
the opposite side. Thus only a total thy-
roidectomy can have any real hope of
eradicating the disease surgically. To
advocate total thyroidectomy if nodes are
positive but not otherwise is surely illogical.

Secondly, while the problems of giving an
opinion on frozen section are great, I do not
feel that the inability of a colleague to give a
firm opinion on every occasion should mean
that one never asks him to give one at all.
If on frozen-section biopsy the nodule is
found to be malignant then the proper
operation can be carried out at once. The
main risk of total thyroidectomy is bilateral
recurrent nerve palsy, and this matter has
been amply discussed elsewhere.3 The use
of a nerve stimulator should obviate this
danger and thus the proper operation can be
performed.4 5

Finally, I am amazed that no mention is
made of radioisotopes in the treatment. To
wait until palpable masses are present is
surely to wait too long when small, impalp-
able nodes or other secondaries from
differentiated carcinoma can be destroyed
simply, by non-invasive means, and without
risk to the patient.
This is not the place for a full discussion

of the treatment of this relatively rare
disease; but your leading article must prompt
those interested in carcinoma of the thyroid
to make a plea that the treatment advocated
be the most complete that modern resources
allow in order to give our patients the best
prognosis. The biological behaviour of the

differentiated form of this disease is lethargic
-but we need not copy this.-I am, etc.,

PAUL RosswIcK
St. George's Hospital,
London S.W.17

1 Russell, W. O., Ibanez, M. L., Clark, R. L., and
White, E. C., Cancer, 1963, 16, 1425..2 Thompson, N. W., and Harness, J. K., Surgery,
Gynecology and Obstetrics, 1970, 131, 861.

X Riddell, V., British Yournal of Surgery, 1970,
57, 1.

4 Rosswick, R. P., Lancet, 1973, 1, 72.

Anaesthetic Safety Devices

SIR,-I suppose that it is a sign of the times
that Drs. H. T. Davenport and B. M. Wright
(10 November, p. 357) and others should
spend time and money inventing anaesthetic
safety devices. What is wrong with staying
with your patient? If, as sometimes is
inevitable, you have to leave him briefly,
then all you need do is to depute some-
one with the faculties of sight and speech
to watch the flowmeters and, if there is any
change in their position, to shout. This
method served me well for 43 years.-I am,
etc.,

FOLLIOTT SANDFORD
Chislehurst, Kent

Operator-anaesthetists in Dentistry
SIR,-I have in the past, with certain
provisos, supported' the practice of the
dentist giving his own anaesthetics, having
previously advanced evidence2 suggesting
that this practice was not a cause of deaths.
It seemed that their probable cause in nearly
every case was the head-up position of the
patient, and I gave reasons for thinking that
bringing in a second practitioner to give the
anaesthetic was unlikely to lessen the risk.
The only remedy, I concluded, was to
abandon the head-up position.

Studies of subsequent fatalities have sub-
stantiated this view, which was put forward
in April 1966. During the ensuing 31 years
there were 15 deaths in the dental chair.3
In 12 of the cases the anaesthetic was given
by a second practitioner, eight of whom
were specialist anaesthetists. Of the latters'
patients, all but one were young and healthy
and in every case the operation was brief
and trivial. During the next three years
(1970-2) there were a further 13 deaths in
Britain,4 10 of them with a second practi-
tioner, six of whom were specialist anaes-
thetists. All their patients were young and
healthy and the operations were brief and
trivial. Thus even with specialists giving the
anaesthetics there were more of these
tragedies than with operator-anaesthetists,
and this despite the fact that specialist
administrations are outnumbered almost two
to one by operator-anaesthetist administra-
tions.5 It would seem that the much argued5
and widely publicized danger in the dentist
giving his own anaesthetics has been ex-
aggerated.

Nevertheless, I no longer support this
practice. When doing so previously, I
stipulated,' amongst other provisos, that
there should be in attendance at least two
chairside assistants of suitable status and
training and that the patient should be
treated lying down. These provisos have not
always been met, and fearing that what I
regard as inadequate care of the patient may
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