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exist, and many patients would be the worse
off.

MICHAEL WALKER
Diagnostic Division,
Serono Laboratories (UK) Ltd,
Welwyn Garden City, Herts AL7 1HH

Monitoring blood glucose

SIR,-Mary Warner cogently puts the case for
accurate and precise estimation of blood
glucose in the laboratory, and Mr G Dixon
and others commend the use of glycosylated
haemoglobin in monitoring diabetic pregnancy
(15 December, pp 1581 and 1582).
The days of the single clinic blood glucose

estimation for assessment of treatment of
diabetes mellitus must be numbered, since
glycosylated haemoglobin levels reflect mean
blood glucose over the previous six-week
period, responding to either periods of
hyperglycaemia or unexpected nocturnal
hypoglycaemia.1 When glycosylated haemo-
globin estimation indicates a need for a series
of blood glucose estimations in a patient, home
monitoring of blood glucose using filter paper
strips eliminates the need for the manipulation
of a blood-glucose meter by a patient, the
laboratory method having a between-batch
coefficient of variation of 4%.2 The worry that
glycosylated hAemoglobin will break down
rapidly during a spell when the blood glucose
is within normal limits, resulting in lack of
detection of inadequate control, has been
relieved.3 Any self-respecting clinical labora-
tory taking part in national quality control
should produce more reliable blood glucose
levels than can patients at home.4

Finally, with glycosylated haemoglobin
estimations, carried out with a kit, costing
about £1, and routine blood-glucose estima-
tions costing less, if I were to spend less on
laboratory estimations I would not wish to buy
outpatient blood-glucose meters costing £200
with continuing (I nearly put "ongoing")
costs for paper strips, which are liable to
variation.5 6

R D EASTHAM
Department of Pathology,
Frenchay Hospital,
Bristol BS16 1LE
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Medically qualified preclinical
academics

SIR,-We were interested to read the article by
Dr R R Sturrock (8 December, p 1513), and
are delighted to see a letter from a medically
qualified anatomist.
We would not decry the place of his teaching

and research commitment, although we would
not accept his argument that involvement in
clinical activities would be detrimental to the
"academic standards of the preclinical depart-
ments." It is only fair to point out to your
readers that a number of professional anato-
mists, supported by their clinical colleagues,
play an important role in the clinical situation
by undertaking sessional NHS commitments
while making very substantial contributions to
university departments and, furthermore,

make time to organise and contribute to post-
graduate basic science courses which have a
good record in the training of those seeking
careers in surgery, medicine, and other
specialties.
We would argue a case for closer liaison

between those in the preclinical departments
and the clinical medical school, with an inter-
change in both directions. Further, we deplore
the declining number of medical graduates
entering preclinical departments. While we
do not in any way deplore the service given by
non-medically qualified staff, we nevertheless
believe in the fundamental concept of medi-
cally qualified graduates teaching subjects such
as anatomy to those people who are destined
to enter general practice and hospital medicine.
How else can structure and function be
related to the disease processes they will
ultimately see and treat ?
We would direct the attention of your

readers to an excellent article by McMinn
entitled "Medical anatomists-a dying race,"'
which argues that there is an increasing diffi-
culty in attracting good people into clinical
academic subjects, let alone the basic science
field. Rightly he points out that remuneration
is a major stumbling block in both instances
but especially in the recruitment of medical
graduates by preclinical departments. He
makes a good case for most medical anatomists
maintaining a special interest in some clinical
topic or field that would enable them to have a
clinical attachment and be paid on a clinical
scale. McMinn, whose experience in these
matters cannot be lightly ignored, ends his
article by saying, "Do you or do you not want
undergraduate medical students to be taught
by full-time medically qualified preclinical
teachers ?" We would be interested to know
what those individuals who currently deter-
mine policy are doing about this problem,
which has been openly discussed since 1968.
Further delay will inevitably mean the
extinction of medical direction of education in
human anatomy; we believe the consequences
are likely to be as disastrous for medicine as
the divorce of many aspects of university
education in science, applied science, and arts
from living reality has been for the British
economy. We would suggest that letters
extolling the virtues of the ivory tower
approach to medical education do not and
cannot improve the current critical situation.
Furthermore, it is now, when NHS contracts
are once more being discussed, that a serious
attempt should be made to bridge the gap.
At a recent interview for a preregistration

post in a provincial hospital one of us said to
an applicant, "Tell me about the basic science
training in your medical school ?" His answer
was brief, and to the point. "I have not done
any dissection and my teachers had had no
experience of either pathology or clinical
examination of patients." Dr Sturrock's fear
is for "inadequately treated patients and
inadequately taught students." Our concern is
exactly the same but we believe that vocational
education demands the participation of indi-
viduals qualified and experienced in the field.

N ALAN GREEN
Norfolk and Norwich Hospital,
Norwich

R E COUPLAND
Department of Human Morphology,
University Hospital and

Medical School,
Nottingham NG7 2UH
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Revised consultant contract

SIR,-At a meeting held on 2 November by
the East Dorset whole-time consultants the
new proposed changes in the consultant
contract were discussed. The reasons for
holding such a meeting were the lack of
consultations between us and our repre-
sentatives at the CCHMS (contrary to the
directions of the chairman in his letter of
22 September) and the alarming speed at
which the new changes are moving towards
implementation by 1 January 1980.

It was the feeling of the consultants that the
proposed changes had completely ignored the
basic and fundamental spirit that lies beyond
those who are fully committed to the NHS.
The whole-time consultants already devote
most of their spare time (over and above their
11/11 sessional commitment and a duty rota)
to the benefit of the NHS patients, and the
great majority of them do not wish to indulge
in private practice because of either the
nature of their commitments or specialties or
their beliefs. It was felt that being fully
committed to the NHS deserves a special
remuneration over and above the existing
sessional pay scale.
Doubt and anxiety has also been expressed

regarding the long-term effect on salaries of
whole-time consultants. It was felt that the
provision for 10% private earnings might be
unobtrusively taken into account by a future
Review Body when calculating whole-time
consultants' overall income. Contrary to the
statements made by the chairman of the
CCHMS, the Review Body had on previous
occasions taken such private income into
consideration when calculating consultants'
overall income.
The meeting welcomed the decision that all

consultants should be free to do as they wish
with their spare time. However, it was felt
that the restrictions put on those whole-time
consultants who opt for private practice are
very restrictive and undemocratic, and an
infringement on their personal liberty and
freedom. It was therefore agreed that the new
proposals are discriminatory against the
whole-time consultants and are not acceptable
because they amount to narrowing the
differential between those who are wholly
committed to the NHS and those who are
not so committed by awarding an extra paid
superannuable session to the maximum part-
time consultants without similar recompense
from NHS sources to the whole-timers.

It was resolved that for these proposals to
be accepted, they should be amended to the
effect that all whole-time consultants who
because of the nature of their contract or type
of specialty or devotion want to remain wholly
committed to the NHS should be awarded the
equivalent of an extra session, amounting to
1/11 of their existing annual salary, and that
this extra session should be superannuable.

Should these proposals not be accepted,
the new proposals should then be put to vote
by balloting all the consultants and senior
registrars as soon as possible.

M K EL DARs
Poole General Hospital,
Poole, Dorset BH15 2JB

SIR,-Under the new consultant contract all
existing maximum part-time consultants can
be paid for an extra session at the rate of 1/11th
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