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Q • What do medical men require ?

A • Medical men require syringes, cheerfulness, couches, devotedness, 
telephones, watchfulness, sleep, firmness, knowledge, gentleness, stethoscopes, 
alertness, telephones, readiness, patience, kindness, sleep, promptness, 
diagnostics, rightness, telephones, awareness, telephones, long-sufferingness, 
sphygmomanometers, acuteness, secretaries, calmness, telephonies, 
soothingness, sleep and goodness and ^
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Colour-coded by e t h i c o n , 
The new suture packaging system
Ethicon Ltd have simplified the problem of 
suture storage with a new system based on 
colour-coding. ETHICON overwrap sutures are 
packed in a plastic box with sliding lid, 
colour-coded to indicate the material from 
which the sutures are made, then wrapped in 
clear cellulose film.

The new SUTURE CABINET provides a com
pact storage and dispensing system which can

be built to whatever size is required. Each 
colour-coded box of ETHICON sutures becomes 
a drawer in the cabinet. Plastic extenders 
allow the basic 16 drawer unit to be increased 
in multiples of 8 drawers. This revolutionary 
system minimises the risk of error and pro
vides you with sutures at your fingertips.

E T H I C O N .  LTD
Bankhead Avenue Sighthill Edinburgh 11
♦Trade Mark D5728ET
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a striking demonstration 
of Lincocin penetration

Heart Tissue
Assay organism: Streptococcus haemolyticus

Lung tissue
Assay organism: Staphylococcus aureus

Lung tissue
Assay  organism: Diplococcus pneumoniae

Since antibiotic effectiveness is dependent upon concentration at the site of infection, it 
is obvious that antibiotic diffusion and tissue penetration are of supreme importance. The 
accompanying photographs of an experiment in anim als demonstrate Lincocin 's capacity 
in this respect.
A healthy dog weighing 9.5 kg. was injected intramuscularly with 25 mg./kg. of lincomycin 
hydrochloride (base equivalent). After 90  minutes tissue sam ples were excised and placed 
on Petri d ishes in which the agar had previously been seeded with pathogenic strains of 
Staphylococci, Streptococci and Pneumococci, respectively. Following incubation these 
photographs were taken of the plates containing either heart or lung tissue. The clear zones 
show that within 90  minutes Lincocin had penetrated these tissues in concentrations suf
ficient to inhibit growth of the pathogenic inocula.

Lincocin Capsules: Each capsule contains lincomycin hydrochloride mono- 
hydrate equivalent to 500  mg. lincomycin base, in bottles of 12 and 100.
Lincocin Sterile Solution: In 2 ml. ampoules. Each 2 ml. contains lincomy- 
cin hydrochloride monohydrate equivalent to 600 mg. lincomycin base.
Lincocin Syrup 250: Each 5 cc. contains 250  mg. lincomycin (as lincomycin 
hydrochloride monohydrate), in bottles of 60 cc.
Full product information available on request

U P J O H N  L IM I T E D .  C R A W L E Y - S U S S E X  .ViT*....

Lincocin
I
Upjohn
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What-
meneed ?insurance:

We’ve got news for you. Swimming, cricketing, 
rugger-playing, tennis-mad boxers do break 
bones now and then. You could even damage your 
drinking arm.

When you’re qualified, any injury or illness 
will prove expensive. You can’t hobble round to 
your patients on crutches. Or fill cavities with 
your arm in a sling. So your income 
plunges overnight.

You may know that doctors and dentists 
have their own insurance company: the Medical 
Sickness Society. If you insure now, as a student, 
it will cost you very little.

Write to us today and find out which policy 
will work hardest for you. Do it now.

Before you damage your writing arm.

Medical Sickness Society
Telephone 01-636 1686 (15 lines) 01-636 4158 (24 hour answering service)

I-------------------------------------------------------1
To: Medical Sickness Annuity and Life Assurance Society Limited, 
P.O. Box No. 449, 7-10 Chandos S t, Cavendish Square, London, W l. 

Please send me without obligation particulars of the following insurances.

Name

Address

Date of Birth 053

Sickness and Accident Q  

Life  Family Income Q  

Foundation Policy Q

(Post in a sealed envelope bearing 4d stamp and mark CONFIDENTIAL)



EDITORIAL

I n  th is  c o u n t r y  we arc n o t  mass p ro d u c in g  
o u r  doc to rs  q u ic k ly  enough. T h e re  m ay  be a 
su r fe i t  o f  graduates in  o th e r  facu lt ies  b u t  n o t ,  
we are to ld ,  in  m ed ic ine .  I f  the  es t im a te  f ro m  
the  recen t R oya l  C o m m is s io n  on M e d ic a l  
E d u c a t io n  is co rrec t  th e  n u m b e r  o f  doctors  re
qu i re d  in  B r i ta in  w i t h i n  t h i r t y  years w i l l  be 
d o u b le  the n u m b e r  needed today. In  sp ite  o f  
th is  B r i t a in  lags b e h in d  B e lg iu m ,  W e s t  G e r 
m an y ,  A u s tra l ia  and th e  U .S .A .  in  her a t te m p ts  
to increase her o u tp u t  o f  m e d ic a l ly  t ra ined  
m e n ,  and she also spends less on h e r  hea l th  
than  m os t  o th e r  W e s te rn  countr ies .

B u t  th is  e d i to r ia l  is n o t  concerned  w i t h  
num bers .  Ins tead  i t  is concerned w i t h  the  
q u a l i t y  o f  m ed ica l  e d u ca t ion ,  in  the  b e l ie f  tha t  
one d o c to r  o f  h igh  q u a l i t y  is the  equa l o f  tw o  
o f  lesser q u a l i ty .  Q u a l i t y  is n o t  s im p ly  c l in ica l  
acum en ,  b u t  invo lves the  a p p l ic a t io n  o f  sk i l l  
in te rm s o f  the  d o c to r ’s pe rsona l i ty ,  his a b i l i t y  
to c o m m u n ic a te f ree ly  w i t h  b o th  the  p a t ie n t  
and his con tem pora r ies ,  and h is  capac ity  to 
organise aux i l ia ry  resources.

T h e  R oya l  C o m m is s io n  stresses th e  need 
“ to encourage a h o l is t ic  a t t i t u d e  towards 
pa t ients  and avo id  the  increas ing danger of 
co ns ide r ing  th e m  as cases ra the r  than  persons” . 
B u t  doctors  s t i l l  have m u c h  to  learn  in  the 
a r t  o f  c o m m u n ic a t in g  a m icab ly  and e f f ic ien t ly  
am ongs t  themselves. T h e  p a t ie n t  is ce r ta in ly  
a person ra the r  than a ease; he is also the  
focus o f  a t te n t io n  f r o m  a n u m b e r  o f  d i f fe re n t  
t ra ined  personnel,  n one  o f  w h o m  are superior ,  
none  o f  w h o m  can a fford  to  w o rk  in  iso la t ion .

T h a t  is w he re  the  va lue o f  a Soc ie ty  such as 
the  R oya l M e d ic a l  lies. I t  is a va lue de p en d - 
e n t  n o t  011 t ra d i t io n ,  n o t  on laws, n o t  011 pow er  
s tructures, b u t  on  the  v i ta l  p rov is ion  o f  fa c i l - 
it ies fo r  s tuden ts  f r o m  a l l  th e  years to  m ee t  
each o th e r  p ro fess iona l ly  and  socia lly .  I t  is a 
va lue th a t  derives f r o m  open and in te l l ig e n t  
c o m m u n ic a t io n  be tw een  s tu d e n t  and teacher, 
a va lue th a t  is n o t  d im in is h e d  b y  dif ferences 
o f  design and persona l i ty .

In  the  Soc ie ty  N o te s  o f  th is  issue space is 
g iven to  a b r ie f  rep o r t  on a q u e s t ionna ire  con 
du c ted  recen t ly  in  the  M e d ic a l  F a c u l ty  by the  
R .M .S .  T h e  q u e s t ionna ire  concerned itse lf  
w i t h  the  va lue s tuden ts  a t tached  to  a socie ty 
such as the  R .M .S . ,  and also asked w he re  i m 
p ro ve m e n ts  in  such an in te g ra t ive  socie ty 
m ig h t  be made. A  fu l le r  analysis o f  the  results 
w i l l  have to a w a it  the  c o m p le t io n  o f  the  study.  
M e a n w h i le  a sho r t  com par ison  has been made 
be tw een  the  m ed ica l  t r a in in g  fac i l i t ies  ava i l- 
able in  E d in b u rg h  and those in  o th e r  co u n - 
tries, w i t h  respect to factors such as staff- 
s tu d en t  con tac t ,  p rac t ica l  experience and the  
encouragem en t  o f  o r ig ina l  research w o rk .

In  all  aspects o f  m ed ica l  ed u ca t io n  the 
R .M .S .  shou ld  be able to  p lay  an im p o r ta n t  
part ,  m a in ta in in g  a u to n o m y  w i t h o u t  los ing  co- 
o pe ra t ion  w i t h  th e  U n iv e rs i ty .  W i t h  the  sale 
o f  the  l ib ra ry  and the  m o b i l is a t io n  o f  cons ide r- 
able funds  i t  w i l l  becom e im p e ra t iv e  fo r  the  
Soc ie ty  to  recognise its f u l l  value.



THE INVESTIGATION OF A PATIENT 

BELIEVED TO HAVE A BLOOD 

DISORDER

Professor RONALD H. G IRDW OOD,
M.D., Ph.D., F.R.C.P., F.R.C.P.Ed., F.C.Path.

U n ive rs ity  D e p a rtm e n t o f  Therapeutics. R oya l In firm a ry  o f  E d inbu rgh  

(The second p a r t  o f an a r t ic le  w r i t t e n  spec ia l ly  f o r  RES M E D IC A .)

FU R T H E R  IN V E S T IG A T IO N S

Much has been said in the first part of 
this article about the important points to 
note in taking the history, and various 
possible physical signs have been considered. 
In many instances, however, further in
vestigations are necessary before a diagnosis 
can be made or confirmed. These cannot be 
considered in great detail in an article of this 
nature, since complete consideration would 
involve writing a fu ll textbook of haematology, 
but some of the more important investigations 
can be outlined under three headings according 
to the degree of complexity or specialisation.

Simple  L ab o ra to ry  Investigat ions

Blood counts. The routine investigation of 
a patient w ith a suspected blood disorder 
includes estimation of the haemoglobin level 
and the white cell count, together w ith  exam
ination of a blood film. These can be done 
from finger prick blood. Many haematologists 
are unwilling to perform erythrocyte counts on 
the grounds that they are so inaccurate as to 
be positively misleading, but w ith modern 
electronic counters this is not the case.

I f  the patient is anaemic, i t  is desirable to 
know the mean corpuscular haemoglobin con
centration (M C H C ) and mean corpuscular

volume (M C V), and although there are micro 
methods available, it is better to have a sample 
of venous blood for the haematocrit reading. 
The study of a stained blood film by an exper
ienced observer is essential, and a differential 
white cell count and E.S.R. may be necessary. 
I f  there is any question of thrombocytopenia 
a platelet count w ill be required, but this can 
be preceded by inspecting a blood film stained 
with cresyl blue as this w ill show whether or 
not platelets are present. The more usual use 
of cresyl blue staining, frequently together w ith 
a Romanowsky stain such as that of Leislnnan, 
is to enable a reticulocyte count to be done, 
and this is of particular value in haemolytic 
anaemia, in continued bleeding, or in assess
ing response to therapy.

Other simple tests include:—
(a) The bleeding and coagulation times: the

former is prolonged in thrombocytopenic 
purpura and the latter usually (but not 
always) in haemophilia and Christmas 
disease.

(b) Testing the urine for excess of urobilinogen 
w ith Ehrlich’s aldehyde reagent: this is 
positive in haemolytic anaemia and in un- 
treated pernicious anaemia, but, of course, 
there are numerous other causes for 
urobilinogenuria.

(c) An augmented histamine test of gastric
acid secretion. This is an essential investi
gation in suspected pernicious anaemia,



but the administration of a large dose of 
histamine, even when covered by an anti
histamine drug, may give troublesome side 
effects and the test should not be done in 
untreated severe anaemia. A  new method 
involving the use of pentagastrin as a 
gastric acid secretory stimulant is being 
investigated.

(d) Bone marrow aspiration. Th is is probably 
done more often than is really required, 
but if a patient with a blood disorder is 
treated without marrow puncture being 
performed, and the first diagnosis is in
correct, this valuable method of investig
ation may have been eliminated by 
treatment. Som etim es there is consider
able difficulty in obtaining marrow from 
the sternum, and a small trephine may 
have to be used to obtain a sample from 
the iliac crest.
Sometimes valuable information is obtain
ed from the “ buffy coat”  of the peripheral 
blood.

(e) Tests for blood in the faeces. Repeated
tests are an essential part of the investig
ation of iron deficiency anaemia where the 
cause of the condition is not clear. T h e 
relative values of the various methods 
need not be discussed here, but it should 
be noted that the name H am ’s reagent is 
applied by different authorities to two 
different reagents used to test faeces for 
blood.

(f) Sigmoidoscopy. This may be an essential
investigation in iron deficiency.

(g) Barium  enema, meal and follow through.
The cause of iron deficiency anaemia or 
of megaloblastic anaemia associated with 
malabsorption may not be clear until full 
barium studies have been done. In iron 
deficiency the disorders being sought 
include not only carcinoma, but also 
diaphragmatic hernia and oesophageal 
varices.

(h) Blood grouping.

More Com plex  Invest igat ions

The student who does not know of any of 
these tests and wishes to do so should consult 
a suitable textbook. Those that arc most 
com m only employed are as follows:—
i. In suspected or known m egaloblastic 

anaemia.
(a) Serum vitamin Bi2 and folate estimations.

(b) T h e  Schilling test or other test of the 
absorption of labelled cyanocobalamin.

(c) Repetition of this test with the adm in
istration of intrinsic factor or after giv
ing tetracycline to eliminate organisms 
in blind loops.

(d) Jejunal biopsy.
(e) F IG L U  tests. These are of little value, 

except perhaps when there is malabsorp
tion of folic acid.

(f) Fo lic  acid absorption tests.
2. In hypochromic anaemia.

(a) Blood urea estimation (uraemia may be
overlooked).

(b) A  search for chronic infection.
(c) Gynaecological examination.
(d) A  search for malignancy, e.g. of the 

kidney.
(e) A  dietetic history.
(f) Estim ation of serum iron and iron bind

ing capacity.
3. In bleeding disorders.

(a) Platelet count.
(b) Capillary resistance test.

4. In haemolytic anaemia.
(a) R ed cell survival studies, using 51Chrom-

ium labelled red cells.
(b) Coom bs’ test (direct and indirect anti- 

globulin reaction).
(c) Tests for haptoglobins.
(d) Osmotic fragility.

5. Miscellaneous.
(a) Tests of thyroid function.
(b) Estim ations of red cell volume (e.g. by 

51Cr) or plasma volume (e.g. by 125I 
labelled human serum albumin).

(c) T h e Paul-Bunnell test is usually positive 
in infectious mononucleosis after the 
first week, but there have been reports 
of it being negative, especially in 
epidemics.

S p e c ia l ised  Tests

1. Red cell folate estimations —  this prob
ably gives a better indication of folate 
stores than does serum folate estimation.

2. 59F e  clearance studies from plasma. This is 
related to marrow activity.

5. 59Fc turnover studies. In normal subjects 
70 to 80 per cent of the iron is incorporated 
into the red cells by 14  days.

4. Tests of splenic uptake of 51Chrom ium  
labelled red cells, and comparison with 
counts over the heart and liver.
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Months of 
oral iron therapy...

or Imferon by TDI?
Imferon by TDI -  Total Dose Infusion -  provides 
the total calculated iron requirements in a 
matter of hours. The correction of iron deficiency 
is complete-the haemoglobin level is restored 
and vital iron stores replenished. To ensure this 
complete correction the choice is simple... a few 
hours treatment by Imferon TDI.

Presentation
20 ml ampoules (1,000 mgFe) in boxes of 5.

Com prehensive inform ation on TD I technique  
and a dosage chart are available on request 
to Departm ent D.R.1.

i i  [1 01 )1 1 0  Fisons Pharmaceuticals Limited 
Z je i r iO U I lO  Loughborough Leicestershire
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5. Use of 51C r labelled red cells to demon- 
strate gastro-intestinal bleeding.

6. Parietal cell antibodies.
7. Intrinsic factor assays.
8. Throm boplastin generation tests.
9. M easurem ent of Antihaem ophilic factor 

level in blood.
10. Iron absorption tests using a whole body 

counter and 59Fe.
1 1 .  V itam in B 12 absorption tests using cobalt- 

labelled vitamin B 12; and a whole body 
counter.

12 . Tests for haemoglobinopathies.
13 . M arrow culture for tuberculosis.
14. Chromosom e studies in suspected chronic 

myeloid leukaemia.
15 . Further complex tests for immune anti

bodies.
16. Acidified serum test (H am ’s) for paroxy

smal nocturnal haemoglobinuria.
17 . Brilliant cresyl blue decolourization or 

methaemoglobin-reduction tests for glucose- 
6-phosphate deficiency.

T h is list, which is incomplete, indicates the 
com plexity of the investigations that may be 
required in the more obscure blood disorders 
and the way in which diagnosis may be far 
removed from simple history taking and 
clinical examination. Fortunately, such complex 
investigations are but rarely required but when 
they arc, they have to be done in very spec
ialised laboratories.

E R R O R S  OF D I A G N O S I S

It is sometimes of particular value to be 
reminded of possible errors of diagnosis and 
to learn of the mistakes of others. Curiosities, 
errors and tragedies that the writer has en
countered include the following:—

Three sisters became anaemic. A ll had pern
icious anaemia.

A  patient with pernicious anaemia was put 
on a waiting list for admission to hospital, but 
died, untreated, before she was sent for. It 
should be remembered that although the con- 
dition is usually slow of onset, there may be 
sudden rapid deterioration.

T h e  sister of a male patient with pernicious 
anaemia was admitted to a mental hospital and 
died. N obody had thought of the possibility of 
the condition being familial or of the mental 
disturbance being due to vitamin B 12 defic- 
iency, but the cause of death was pernicious 
anaemia. (This was outwith the Edinburgh 
area).

A  patient with anaemia, leucopenia, throm- 
bocytopenia and purpura was thought to have 
aplastic anaemia because of these features and 
the fact that marrow was not obtained on 
sternal puncture. Fortunately, the serum 
vitamin B12 level was estimated and gave the 
correct diagnosis, viz. pernicious anaemia.

A  fem ale patient with menorrhagia had 
severe anaemia with a colour index of 0.4 and 
an M C H C  of 22. She had pernicious anaemia 
and severe iron deficiency.

A fem ale patient with bronchial asthma who 
had been under treatment for a very long time 
with prednisone, became weak, tired and 
apathetic. There was mild anaemia and a nor
moblastic marrow. She, too, had pernicious 
anaemia, but the marrow picture had been 
obscured by steroid therapy.

A  patient with congenital haemolytic anaemia 
became very much more anaemic in pregnancy. 
She had developed megaloblastic anaemia from 
folic acid depletion.

A  pregnant woman who developed severe 
megaloblastic anaemia was, in fact, not suff- 
ering from megaloblastic anaemia of pregnancy 
alone, but from gluten enteropathy with severe 
malabsorption of folic acid and vitamin Bis.

A  patient who had served in the Arm y in 
India was admitted to hospital with anaemia, 
leucopenia, and a large spleen. H e had kala 
azar.

A  youth who had recently been in W est 
A frica had mild anaemia and attacks of shiver
ing and weeping, but no significant fever. H e 
had cerebral malaria.

A  patient had fever and thrombocytopenia. 
N o cause could be found, but eventually the 
patient was found to have a m alignant tumour 
of the thymus.

A  patient had purpura and slight fever. The 
cause was chronic meningococcal septicaemia.

T h e  parents of a child who recovered from 
leukaemia were anxious to have the occurrence 
officially accepted as a miracle. T h e blood film 
was one of glandular fever.

A  patient who had been diagnosed as having 
leukaemia did not deteriorate as he and his 
fam ily expected. T h e  blood film showed 
myelocytes and the spleen was very-large, but 
the diagnosis (incorrectly made outwith Scot- 
land) was myelofibrosis.

T h e  parents of a child were incorrectly told 
that he was suffering from leukaemia because 
the observer did not realise that there is some
times a focus of lymphocytes in a normal 
marrow.

A patient with anaemia, leucopenia and
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thrombocytopenia was found to have a hyper- 
plastic marrow on sternal puncture. She died 
and it was found that almost all the marrow 
was aplastic, but the marrow puncture needle 
had not struck a representative area.

The Vice-President of a very major American 
corporation was admitted to hospital suffering 
from acute leukaemia and was about to be 
treated for this when the intern pointed out 
to the consultant that the patient might be 
having a leukaemoid reaction to tuberculosis, 
and suggested that the chest should be X-rayed. 
The intern’s suggested diagnosis was the correct 
one!

A patient who had had a partial gastrectomy 
many years before was sent to an outpatient 
department because of paraesthesiae and 
peculiar impairment of sensation in the limbs. 
His doctor thought he might have subacute 
combined degeneration of the cord. The 
patient was asked whether he had ever taken 
thalidomide. At first he denied this, but finally- 
admitted that it had been prescribed for his 
wife but he had taken it. W hen thalidomide 
was in use it caused impairment of sensation 
in the limbs in a number of patients. This drug 
is not now used, but in considering a possible 
iatrogenic disease it is important to remember

that a patient may be taking medicines pre
scribed for a relative.

A patient who had been under treatment in 
hospital for two days for rheumatic fever was 
recognised by a physiotherapist as a haemo
philiac who was known to her. Neither the 
patient nor his doctor had mentioned that he 
had haemophilia, and the joint swellings due to 
bleeding were thought to be due to acute 
rheumatism.

A patient who was under observation for 
idiopathic thrombocytopcnic purpura devel- 
oped extensor plantar responses, and a splen- 
octomy was done immediately as this was 
thought to be because of an upper motor 
neurone lesion due to haemorrhage. In fact, she 
had developed disseminated sclerosis in addi
tion to her thrombocytopenic purpura.

These examples are given as they may be of 
interest and because it is hoped that they may 
lead to avoidance of similar mistakes in the 
future. The student should not, however, be 
too depressed about the possibility of making 
a correct diagnosis in a patient with a blood 
disorder. In the great majority of instances 
the patient is a female suffering from iron 
deficiency anaemia, and the reason is that the 
loss exceeds the intake.
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CRUELTY TO CHILDREN AND IT S 

CO M PLICATIO NS

FRANCES MARY MARR

A dissertation read before the Society on Friday, 24th February, 1967.

T h e  concept o f w hat constitutes cruelty to 
ch ildren  is best described in  the C h ild ren  and 
Y o u n g  Persons A c t as “ A ssault, ill-treatm ent, 
neglect, abandonm ent or exposure such as w ill 
cause unnecessary suffering or in jury to health , 
in clu d in g any m ental deran gem ent.”

Incidence of Cruelty to Children in this Country

C ru e lty  towards ch ildren  m ay be 
1 . physical
2. m ental
3. cruelty by neglect

T h e  total and relative incidences o f such 
cruelty as calculated from  the records o f the 
Societies for the Prevention  o f C ru elty  to 
C h ild ren  are only rough indications as to the 
size o f the problem . P robab ly  each type of 
cruelty is under-reported fo r d ifferent reasons: 
(a) neighbours m ay take weeks to report that 
the child  next door is being p h ysically  ill- 
treated because th ey  “ d o n ’ t w ant to get m ixed- 
up w ith  the p o lice”  (b) parents m ay leave 
young children alone in the house w hich m ay 
on ly  be discovered if som eone calls, or an 
accid ent occurs during the p aren ts’ absence.

T h e  problem s o f neglectfu l parents are 
pro bab ly  m ore com m on than realised, because 
they arc dealt w ith by so m any d ifferent social 
agencies, apart from  the R o ya l So ciety  fo r the 
Prevention  o f C ru elty  to C h ild ren  in Scotland , 
and the N atio n al So ciety  for the Prevention of 
C ru elty  to C h ild ren  in E n g lan d  and W ales. 
T h ere fo re  it is like ly  that the total incidence 
o f all kinds o f ill-treatm ent is h igh er than the 
fo llow ing figures m ig h t lead one to suppose.

6 out o f every 10 0  ch ildren  in E n g lan d  and 
W a le s  are so m altreated or neglected  at som e 
tim e in their ch ildh ood that they com e into 
the care o f the N .S .P .C .C . O ver the last five 
years the N .S .P .C .C . has dealt w ith  an average 
o f 84,000 ch ildren  a year, and the R .S .P .C .C . 
w ith 24,000 each year.

R.S.P.C.C. ANNUAL NUMBER OF CASES

approx. %

neglect ......................... 5,958 84

physical cruelty ........ 289 4

abandonment ............. 93 1

immoral surroundings 61 1

other wrongs .............. 801 10

7,202

number of children = 23,975

= 2% of the child

population

A b o ve  are show n the averages o f the 
figures o f cases, in the last five years, o f the 
Scottish  So ciety , the R .S .P .C .C . T h e  figures 
in the right-hand colum n refer to the num ber 
o f fam ily  cases involved, not the num ber of 
children .

T h e  largest group  is that o f the neglect 
cases. U n d er the h ead in g “ other w ron gs" are 
included the foul crim es o f “ begging, singing 
and sellin g”  usually perpetrated in rural 
districts.

In  the equivalent figures fo r E n g lan d  and 
W a le s , physical cruelty accounted for 1 2 %  of 
cases annually, but this is ap paren tly a d iffer- 
ence o f classification, rather than evidence of 
sadism  as a characteristic o f the Sassenach!



P h y s ic a l  Crue lty

Physical cruelty —  the beaten-up, bruised 
child who looks like part of an Oxfam  poster 
—  is com paratively rare (about 1 child in a 
thousand annually). However, as the most 
sensational form of cruelty, it is the most pub
licised. T h e  facts, for once, correspond 
closely to the melodramatic tales of the popular 
press.

T h e  remarkable aspect of m any of these 
cases is that often neighbours have been aware 
of the situation, but have not reported it to 
anyone. It is surely preferable to have a com 
plaint prosed to be unfounded, than to m ain
tain a reputation for m inding one’s own busi
ness, when a child ’s health and future mental 
state may be at risk.

There are some cases which are dropped on 
investigation, after an explanation to all con
cerned. Fo r example, one inspector called to 
see two small children, having been told by 
a neighbour that they were being badly beaten 
by their step-mother. H e found that the 
boys had bruises and scars on their trunks, 
limbs and heads. T h eir father explained that 
the fam ily doctor had told him that these 
marks were caused by a “ blood condition” , but 
that he was beginning to wonder if the neigh
bour’s accusation was valid. T h e  children 
were admitted to hospital where it was decided 
that they suffered from epidermolysis bullosa. 
This is an unusual skin disease, often con
genital, presenting with large haemorrhagic 
blisters which appear spontaneously. These 
heal, leaving pigmented scarred areas —  the 
scars which had led to the creation of the 
myth of the wicked step-mother.

In recent years, a great deal of publicity has 
been given to the Battered Baby syndrome. 
First recognised for w hat they were by an 
American paediatrician, Silverm an, these bat
tered babies are not "straightforward”  cases of 
injury resulting from known wilful violence. 
T h ey  may or may not have apparent external 
injuries. T h ey  develop unaccountable ill
nesses involving impaired consciousness, and 
on hospital investigation and radiological exam
ination are found to have sustained skull 
fractures with subdural haemorrhages, rib 
fractures, lim b fractures, ruptured livers and 
spleens, and so on. Caffey, an American 
radiologist, had studied a series of similar cases 
in 1944 and had thought that he was dealing 
with pathological fractures. It  has since been

shown that the radiological manifestations of 
trauma in these cases arc specific, the m eta
physial lesions in particular being evidence of 
severe trauma to healthy bone. Parents some
times have been asked for their story three or 
four times before “ He knocked his head on 
the side of the cot”  becomes “ I lost my temper 
with him for crying and so I hit him  with the 
heel of my shoe.”

M ental  Crue lty

M ental cruelty is not often evident to out
siders, and even when it is suspected, it may 
be very difficult to prove. M ost frequently, 
mental cruelty is the selfish thoughtlessness of 
parents who leave their children alone in the 
house at night while they go out. Childhood 
fears, darkness and the loss of the parents 
would probably be the com m onest. For in
stance, terror can build up in a small child if 
he is woken up by a noise outside and finds 
no m other in the house to com fort him. Add 
to this all the dangers of accidents in the hom e, 
which occur all too often even when adults 
are present, and it becomes justifiable to call 
this cruelty. Unfortunately, this habit is 
widespread and is frequently found in other
wise sensible parents.

Constantly expressed hostility, especially 
towards unwanted children, is an insidious 
form of cruelty which, while having an 
extrem ely harmful effect on the child, may not 
be apparent to anyone outside the family. 
O ther manifestations of mental cruelty occur 
usually where the parent is seriously psychi- 
atrically abnormal.

T h e  incidence of proven mental cruelty 
seems very low. Considering the num ber of 
divorces granted 011 the grounds of mental 
cruelty, there must be a vast am ount of un
revealed childhood unhappiness, and it is 
surely naive to believe that adults are m entally 
cruel to their spouses only.

C ru e l ty  b y  N eglec t

T his is the main problem. U nder this 
heading come the children who are not fed 
or clothed adequately, who sleep on bedding 
still damp and soiled from the night before (or 
the week before), and those who are not taken 
to receive medical treatment when it is re
quired. T h e  latter may be slum children with
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untreated head-lice or the w ell cared fo r ch ild - 
ren o f C h ristian  Scientists w ith  their genuine, 
though som etim es fatal, d isavow al o f con ven- 
tio nal m edicine.

N eg lec t is a self-perpetuating problem  for 
th e children grow  up to reproduce sim ilar 
fam ily  units. It is a problem  w hich  goes hand 
in hand w ith  poverty and lo w  intelligence, 
these factors apparently m aking its solution 
seem  im possible. I t  is w ith  this “ im p ossib ility”  
that each R .S .P .C .C . in spector docs constant 
battle.

So m e of the difficulties o f these fam ilies are 
the direct consequences o f their own lim it
ations, b u t som e are not. Bad landlords, un
em ploym ent, and illness affect them  m ore than 
m ost. M o st o f the younger children have 
phases o f enuresis and encopresis. L itt le  
w onder that m others give up the struggle of 
looking after their fam ilies and hom es w ith 
pride and care.

Who A r e  the Cruel  P a re n ts ?

T h e  only study o f this sub ject was m ade by 
G ib b e n s and W a lk e r o f the In stitu te  for the 
Stu d y and T reatm en t of D elin q u en cy . F o r 
o n e  year they analysed the cases o f 39 prison
ers (32 m en and 7 w om en), these being all the 
offenders in E n g lan d  and W a le s  convicted  for 
vio lence towards children in that period.

In m ost cases, the offences occurred w hen 
the children had annoyed their parents by 
som e behaviour w hich  was found intolerable, 
such as incessant crying, w etting or soiling, or 
defiant d isobedience. A ll parents have to 
suffer such irritations at som e tim e, b u t very 
few  react as vio lently  as the offenders in 
question . T he explanation o f their instab ility  
and lack o f self-control m ust be sought in 
their histories, m edical, social and psychiatric.

T h e ir  childhood backgrounds w ere dis
covered to be even m ore d isturbed than that 
o f the “ average”  prisoner. T h e  m ajority  had 
had little  experience of norm al patterns of 
parental behaviour as the result o f being 
illegitim ate or a m em ber o f an over-large 
fam ily  or suffering m aternal an d /or paternal 
desertion. O n ly  one prisoner, how ever, had 
parents w ho had been prosecuted for his ill- 
treatm ent, prosecution being  the on ly  reliable 
indication  o f ill-treatm ent in such a retro
spective study. T h u s  it  is not necessarily 
cruelty w hich breeds cruelty b u t an atm os
p h ere of parental rejection, ind ifference and 
em otion al hostility .

In adu lt life , the stigm ata o f inadequate and 
aggressive personalities w ere present to varying 
extents. O ne third could be classed as psychi- 
atrically  abnorm al and m ost had a low-average
I.Q . o f 70-90. A ll w ere in socio-econom ic 
classes I V  and V ,  about h a lf living in con
ditions o f extrem e poverty. M arita l dis
harm ony, physical ill-health and un em ploy- 
m ent con stituted  inescapably vicious circles 
in m any cases. T h re e  quarters o f the group 
had previous convictions, m any o f them  fo r 
aggressive offences. 19  fam ilies had been 
previously known to the N .S .P .C .C ., e ither 
the parents having asked for advice or help , 
or com plaints o f ill-treatm ent having been 
m ade.

B e h a v io u r  D isturbances  in I ll -T rea te d  Children

G ib b en s and W a lk e r also studied the 
children involved and found that the obvious 
behaviour d isturbances w h ich  w ere the im m ed 
iate consequence o f parental v io lence passed 
off quickly in two or three m onths. N ig h t
mares were the m ost com m on evidence of 
d isturbance, b u t insom nia, enuresis and en- 
copresis, tem per tantrum s, bu lly in g  o f other 
children and continuous dem ands fo r love  and 
attention w ere freq uently  reported. In several 
instances, it is interesting to note that the 
m ost disturbed child  in the fam ily  was not the 
one w ho had been cruelly treated.

P rev e n t io n  is as Difficult as Cure

A t present the R .S .P .C .C . and N .S .P .C .C . 
deal w ith the m ajority o f cases o f cruelty and 
neglect, although the C h ild re n ’s D epartm ents 
of the L o ca l A u tho rities p lay an increasingly 
im portant role in the m anagem ent o f the 
latter. It  is strange th at considerable depend
ence still exists on these charity-supported 
organisations fo r such essential social w ork.

T h e  problem  o f ill-treatm ent o f children 
m ay be tackled at three levels:

1 .  basic prophylactic  m easures
2. supervision o f “ at risk”  fam ilies
3. m anagem ent o f cases o f serious cruelty 

and neglect.
A t  each level increased effort and in terest on 
the part o f doctors and social w orkers is neces
sary to im prove the existing situation.
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1 .  T h e  incidence of cruelty to children can 
only be reduced by an increase in the quality 
of parents and a decrease in the quantity of 
cruel parents.

T h e  general measures which affect the 
quality of parents are in the hands of the 
government. Econom ic growth should lead to 
increased em ploym ent and a higher standard 
of living, which in turn lead to better housing, 
health and education. U nhappily economic 
growth appears only to be achieved by a phase 
of increased unem ploym ent and a lower stand
ard of living, both of which take the most 
serious toll of those who can least afford it, 
m aterially, physically and mentally.

A  decrease in the quantity of parents may 
only be achieved legally by reducing the birth 
rate. T h e  concept of contraception, sterilis
ation and abortion for social rather than 
medical reasons is necessarily becom ing more 
widely accepted. It  is particularly im portant 
that doctors concerned in these matters arc 
fully informed of the social background of 
patients when considering their management, 
whether it be contraception, the ligation of 
tubes or a termination of pregnancy.
2. T h e  long term supervision of families “ at 
risk”  is the field in which the Inspectors and 
W om en Visitors of the R .S .P .C .C . and 
N .S .P .C .C . do their most valuable work. A 
greater degree of co-ordination and exchange 
of information between different social agen
cies, although difficult practically, could do 
much to im prove the situation. T h e  G .P . may 
help here by his awareness of the social 
facilities available.

G ibbens suggested that continued concen
trated social work should be directed towards

violent parents as much as to neglectful ones. 
Such prolonged supervision where the children 
are not neglected is not easy for the Societies 
who have insufficient authority for dealing with 
unco-operative parents.

5. M ore extensive social and psychiatric in
vestigations should be carried" out before 
serious cases of cruelty and neglect are 
brought to court. A t the m om ent insufficient 
distinction is made between different cases. 
T h e  m anagement of the m entally defective, 
obsessionally clean and conscientious mother 
who injures her child when chastising him  for 
incontinence must obviously differ from that 
of the aggressive psychopath who persistently 
maltreats his children for no adequate reason, 
the likelihood of the fam ily being restored to 
normal function as a unit being much more 
remote in the second instance. Im prisonm ent 
of the erring parent and removal of the child- 
ren to a Local Authority H om e may give 
society the feeling that justice has been done 
while doing the child more harm than good 
by depriving him of parental contact. An 
inefficient parent is apparently better than 
none.

W h ere years of m ismanagement has caused 
behaviour disturbance in the child even before 
a violent offence has been com m itted, child 
guidance may be necessary even when the 
parents’ behaviour has improved.

C ru elty to children may seem a hopelessly 
difficult problem with little in the way of 
practicable solutions. Nevertheless it is im - 
perative that the little which can be done is 
done, to bring us nearer to the ideal situation 
in which every child has the benefit of growing 
up in a happy stable environment.

“ In a country where liberty disposes the people to licentiousness and outrage, and where 
Anatom ists are not legally supplied with dead bodies, particular care should be taken, to 
avoid giving offence to the populace, or to the prejudices of our neighbours. Therefore it is 
to be hoped, that you will be upon your guard ; and, out of doors, speak with caution of 
what may be passing here, especially with respect to dead bodies.”

—  from D r. W illiam  H unter’s “ Introductory Lectures”  (1784).
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MEDICAL PUDDER

C. MAWDSLEY, M.B., Ch.B., M.R.C.P., M.R.C.P.Ed.

N o rth e rn  G e ne ra l H o sp ita l an d  The R oya l In firm a ry , E d inbu rgh

Ivor Brown first used the term pudder to 

describe writing which has a tendency to say 

what has to be said in as complicated a way as 

possible. Here is a well known piece of 

medical pudder:

“Experiments are described which demon

strate that in normal individuals the lowest 
concentration in which sucrose can be 

detected by means of gustation differs from 

the lowest concentration in which sucrose 

(in the amount employed) has to be in

gested in order to produce a demonstrable 

decrease in olfactory acuity and a note

worthy conversion of sensations interpreted 

as a desire for food into sensations inter
preted as satiety associated with ingestion 

of food.”

Pudder is an acquired and an infectious 

disease. Children do not suffer from it. 

Below is an extract, quoted by Gowers, from 

an essay written by a ten year old child:

“The cow is a mammal. It  has six sides, 

right, left, an upper and a below. A t the 

back it has a tail on which hangs a brush. 

W ith  this it sends the flies away so that 

they do not fall into the m ilk. The head 

is for the purpose of growing horns and so 

that the m outh can be somewhere. The 

horns are to bu tt with and the m outh is to 

moo with. Under the cow hangs the milk. 

It  is arranged for m ilking. The cow has a 

fine sense of smell; one can smell it far 

away. This is the reason for the fresh air 

in the country. The cow does not eat 

much but what it eats, it eats twice so that 

it gets enough. W hen  it is hungry it moos

and when it says nothing it is because its 

inside is all full up with grass.”

This description is not only simple but it 

is stylish, M atthew  Arnold says that the secret 

of style “is to have something to say and to 

say it as clearly as you can.” This is achieved 

by the child’s essay, but not by the earlier 

passage from the medical journal.

The reasons which convert people from 

plain English in childhood to the pudder of 

published work are worth analysing, and T 

would like to discuss some of them.

J AR GON

The word jargon is sometimes used, as a 

synonym for pudder, to deride poor style. 

W hen  its meaning is that of a technical 

language peculiar to a particular job, jargon 

need not be a term of abuse. Bob Hope uses 

it in this sense when he says that "virus” is 

medical jargon for “ I don’t know” . Medical 

jargon is useful when it serves as a convenient 

shorthand for ideas which otherwise would 

need long-winded descriptions. O ften, how- 

ever, words of jargon arc used to confuse, 

rather than help, understanding. Sir George 

Pickering quoted this sentence from a paper: 

“Chlorothiazide induced natriurcsis, kaluresis, 

chloruresis and bicarbonate excretion” . He 

suggested it m ight be better to say, “Chloro- 

thiazide increased the excretion of sodium, 

potassium, chloride and bicarbonate” . This is 

as accurate, and certainly it is clearer to the 
reader who is not an expert on renal function.

Dr. M . H . Pappworth compiles lists of new
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jargon term s. H e estim ates that three new 
w ords are added to our m edical vocabulary 
each day and questions the need for such 
exam ples as eph ebiatrics, ataralgesia, pulhes- 
tibs and h yposthenuria. W ith o u t a deep 
know ledge o f all the specialised branches of 
m edicine w e cannot know  how  m an y of these 
new  constructions are w orth w h ile. W e  can 
only hope that natural selection w ill cause the 
unnecessary ones to be discarded before we 
are com pelled  to learn them . I f  possible, new  
diseases should be described in fam iliar term s, 
as happened w hen the b urn in g fee t syndrom e 
was recognized and nam ed. T h e  disorder to 
w h ich  this phrase is applied  m igh t easily have 
been given som e in vented  label like  phlogero- 
podia. W rite r ’s cram p ap tly  depicts a com m on 
disability  w hich, recently, has been called 
m ogigraphia. T h is  new  jargon is m ysterious 
and h ence frigh ten ing to patients and has 
n oth ing to recom m end it. A ttem p ts to replace 
the clear and com m on place knee jerk b y a 
patellar reflex, should be resisted.

W h e n  words o f m edical jargon are used as 
a form  o f shorthand they m ust be clearly de
fined or jargon becom es gibberish . K a h n 
talks of psychopaths and says h e  m eans:

“ T h o se  d iscordant personalities w h ich , on 
the causal side are characterised by q u an tit- 
ative peculiarities in the im pulse, tem per- 
am ent and character strata and in their 
unified goal-striving activity  are im paired 
b y  quantitative deviations and foreign 
variations.”

M o st o f us w ould agree w ith  M acdonald  
C ritch le y  w hen he suggests that this definition 
borders on the m eaningless. T h is  typ e  of 
garbled explanation tends to bring the w hole 
con cept into d isrepute, and leads to the flip
pant alternative defin ition  o f a psychopath as 
any person w hom  a psychiatrist dislikes. T h is  
at least is b rief and is easily rem em bered even 
though it m ay be inaccurate.

Jargon expressions som etim es acquire such 
auth ority  that they becom e m ore im portant 
than the processes they describe. A n  able 
candidate at a recent exam ination was involved 
in a discussion about optic  atrophy. T h e  
exam iner w ould not accept the can d id ate ’s use 
of the terms consecutive and secondary optic  
atrophy, and insisted on his own usage. Both 
men w ere talking about an op tic  disc w hich 
looked abnorm ally pale. W h e n  a pale disc 
has sharply defined edges m ost people say that 
this is prim ary optic atrophy. Secondary

op tic  atro ph y usually refers to a pale d isc w ith 
blurred m argins. So m e people, how ever, sub
divide this second group into secondary and 
consecutive op tic  atrophy; but the p icture is 
confused since equally  em in en t authorities use 
these two term s differently. O n e m an ’s 
‘con secu tive ’ is an o th er’s ‘secondary’ . So m e 
use all three o f these labels; others m anage 
w ith two. T h e  appearances to w hich these 
term s are applied , arise from  one pathological 
process; op tic  nerve fibres have been lost and 
have been replaced by glial tissue. A  m eaning- 
fu l discussion could be held about the possible 
causes o f this change in a particular patient. 
T o  quarrel about ill-defined jargon is profitless 
and is m ore appropriate to legal argum ent than 
m edical science. R a le  is anoth er w idely used 
term w hose m eaning varies from  place to place. 
E ffo r t  is often  w asted in debates about jargon 
and th ought thus deflected aw ay from  the 
reality w hich  the jargon im p erfectly  describes.

B ad ly  defined or unnecessary jargon is one 
cause o f p ud d er.

P R E S T I G E

P u d d er is often  produced b y  attem pts to 
gain prestige. T h e  tendency to dress up  ideas 
in long ru m bling words o f high prestige value 
is illustrated b y  this quotation from  an A m eri
can journal:

“ T h e  pragm atic verity o f the physiological 
con cept o f disease is established by its 
usefulness: w ith  fu nctional in tegrity our 
goal the no-thoroughfare o f unattainable 
structural in tegrity leaves us no longer at a 
therapeutic non-plus.”

T h is  is nonsense, disguised b y  w ords like 
pragm atic, verity and in tegrity w hich produce 
a g low  o f approval w hen spoken or w ritten . 
T h e  passage illustrates the ab ility  o f w ords to 
arouse em otion as w ell as to express facts. 
W h a t  T h ou less  calls the em otional tone o f 
words is exem plified in the statem ents: “ I am 
firm ” . “ Y o u  are stub born ” . “ H e is pig 
head ed ” . A ll three sentences say that the 
sub ject is not easily in fluenced; b u t they 
arouse w idely d ifferent em otions. E m o tio n a lly  
loaded w ords are essential to poetry and to 
advertising but do not h elp  clear th inking in 
m edicine. T h u s, w hen a psychotherapist 
recently referred to the treatm ent o f depression 
by drugs he said that this was “ p u ttin g  the 
patien t into a chem ical straitjacket” . T h is  is 
a condem nation based on the overtones of 
disapproval attached to his "stra itjack et”  meta-
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phor. It  says noth ing rational about the use 
o f drugs.

T ro b rian d  islanders used to believe that 
w ords w ere m ore potent than the things they 
sym bolized ; w ords had m agical pow ers. E ven  
in civilized  societies sim ilar beliefs are som e
tim es m anifest. In  19 3 7  a N e w  Y o rk  Sen ator 
voted against a B ill w hich sought to prevent 
the spread o f syphilis b y  p ub licisin g  its effects. 
H e did so because h e  believed that seeing and 
hearing the word syphilis w ould  corrupt ch ild 
ren. Less extrem e b u t sim ilar attitudes in flu
ence m edical w riting. F o w le r ’s principles arc 
generally  accepted. It  is better, he says, to 
use the fam iliar rather than the unfam iliar; to 
use the short w ord rather than the long and 
to use the Saxon , rather than the Latin  or 
G reek , w ord. W e  accep t these principles but 
regularly use such w ords as d efaecate , m ictur- 
ate and copu late in our w ritings. T h e se  words 
arc longer and flabbier than their four-letter 
Saxon equivalents. T h e  longer words have a 
h igher prestige value, b u t m ore im portantly, 
the short ones are tainted. In 19 58  E r ic  P art- 
ridge in his book “ O rig in s”  disguises the tw o 
m ost fam iliar four-letter words w ith  asterisks 
and says that, “ outside m edical and other 
learned papers th ey can not be printed in fu ll” . 
T h e y  are now  often  printed in fu ll but not, 
then or now , in m edical papers. T h e  stigm a 
o f filth is attached  to w ords in an irrational 
and capricious w ay. P eople w ho shrink from  
the vu lgar w ill h ap p ily  use ‘p op p ycock ’ as a 
form  o f respectable, gentle  sw earing. B u t 
poppycock derives from  the D anish  ‘p appekak ’ 
w h ich  m eans so ft dung. It  is said that terse 
Saxon expressions are no longer used in  learn- 
ed w ritings because they sound ugly; yet ‘fo lk ’ 
and ‘lu ck ’, sim ilar in sound to one “ obscen e”  
w ord, are not usually th ought to b e  ugly. It 
is an em otional revulsion w hich  bans the use 
o f ‘d irty ’ w ords and this is eventu ally  passed 
on to the various euphem ism s w h ich  are used 
as substitutes. E u p h em ism s are suppressing 
m ore and m ore b lu n t, clear and vigorous 
words. In A m erica even arm -pit is now  con
sidered d istastefu l and ‘under-arm ’ is being 
used instead. It  is too late to restore many- 
p ith y  A nglo-Saxon term s to respectability  but 
there seem s no reason w hy w ords like eructate 
and expectorate should forever supplant belch 
and spit in m edical w riting.

C lo sely  related to euphem ism  is euphuism , 
an artificially  elegant style o f w ritin g, w hich is 
anoth er agent in the search fo r prestige and in 
the production  o f pudder. H ere is an

A m erican  physician d isplaying his b ejew elled  
and B yzan tin e  prose:

“ T h e  neurologist w ith all o f his know ledge 
o f m in utest anatom y was for years, ‘ like the 
man w ho stood on the bridge at m id n ig h t’ , 
not dream ing the dream s o f a L o n g fe llo w  
but soliloquizing after the m ann er o f the 
cyn ic on the van ity  o f all earth ly things 
w hen the vo ice o f the syphilographer first 
cried out from  the darkness ‘F e a r not for I 
am  alw ays w ith  y o u ’ .”

T h is  passage has been heaped together from  
a collection  o f cliches. It  is a poor attem p t to 
enliven descriptive w ritin g  b y  using the 
“ purp le p atch ”  technique o f im aginative 
literature. H ybrid  w riting like this is usually 
ugly. T .  I I .  H uxley condem ns it. H e  says 
that the only beauties that the scientific 
w riter has any right to create are those o f 
orderly com position and verbal clarity.

So m erset M augh am  in his w ritin g  aim ed at 
lu cid ity , s im p lic ity  and euphony, in that order 
o f im portance, t ie  said that m en o f science 
often  wrote obscurely because they had never 
taken the trouble to w rite clearly. T h e  clarity 
o f m edical w ritin g  is also c louded by a pre- 
occupation w ith  prestige. In a recent paper 
the auth or w ants to tell us that his patient 
was fed, b u t w hat he says is, ‘a lim en tation  was 
m ain tain ed ’ . T h is  is not sim ple, not lucid  and 
certain ly  is not euphonious. L o n g  words arc 
not necessarily confusing. T h e y  are som e
tim es essential to convey precise m eanings and 
occasionally h elp  to ach ieve euphony. B u t 
‘a lim entation  was m ain tain ed ’ exem plifies an 
in ept and unnecessary use o f long w ords and 
betrays both  a lack o f th ought and a desire 
fo r prestige.

T h e  preference fo r the rotund rather than 
the plain leads to a w rong use o f w ords as in: 
“ It is anticipated  that fu rth er application  of 
this m ethod w ill yield m uch m ore useful 
in fo rm atio n ” . A n tic ip ate  here is used not in 
the correct sense o f forestalling an event b u t 
as an im posing substitute fo r expect. A . P. 
H erbert says that “ John and Jan e anticipated  
m arriage”  is not likely  to be in terpreted as, 
“ John and Jan e expect to be m arried” .

T h e  prestige and polish o f polysyllables have 
been added to our titles. C h ild re n ’s doctors 
are paediatricians, skin doctors are d erm ato lo- 
gists and m ad-doctors are psychiatrists (the 
hyphen prevents am bigu ity).

Bertrand R ussell says that lie  is free to use
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plain English  because everyone knows that he 
can express him self in language which only 
becom es intelligible after years of study. 11c 
suggests that each of us should write one work 
in term s which can be understood only by the 
erudite few. Here is an attem pt at such an 
exercise:

H is face was bacciform , sulcate, and scro- 
biculate. C oncolorous, it was luteous, even 
porraceous. H e was theroid and olid, 
leptochrous and phthiriastic. O ne deduced 
that his life had been apolaustic. H is atti- 
tude was both ataraxic and nescient. H e 
verbigerated. O f esculents he knew little 
and of pom ology less. H olathurian and 
piddock was his diet and his drink was 
sorbet.

T h is description was strung together from a 
dictionary of difficult words. It can be roughly 
translated as a description of a deeply jaun
diced, dem ented man suffering from m al
nutrition. It is a caricature of pudder.

E P O N Y M S

Eponym s often provide variations on the 
them e of prestige. T h e  m ore nam es attached 
to a syndrom e, the m ore im portant it becom es. 
C onditions are thought to present conceptual 
difficulties because their nam es are difficult to 
pronounce. C reutzfeld-Jakob disease, for in- 
stance, seems to acquire an intellectual gloss 
from its exotic label. Eponym ous titles, how- 
ever, usually refer to m ere lists of signs and 
sym ptom s which are easy to understand.

M any of us find fam iliar eponym s useful, if 
only as an aid to mem ory. M ost people would 
agree that the text book which tells us to drop 
“Argyll Robertson pup il”  and substitute “ re- 
flex rigidity of the p up il”  is being pedantic. 
Eponym s som etim es run wild and becom e 
absurd as in, “ the Finsterer-Lake-Lahey m odi- 
fication of the M iculicz-Kronlein-H ofm cister- 
Rcichal-Polya im provem ent of the Billroth II 
gastrectom y” .

As an off-shoot, eponym s can be used as 
gam bits in the gam e of one-upm anship. All 
of us have suffered from the m edical lifeman 
who assum es that you too know all about the 
Raw icz-Landauer syndrome. H e pins the 
im plied com plim ent on you like a m edal. 
Later you find the pin sticking out between 
your shoulder blades as he goes on subtly to 
dem onstrate your ignorance.

P A D D I N G

T h is is the tendency of words to m ultiply 
to fill the space available in the journals. In 
one sense all pudder is padding, but I am 
using it here to describe words which are un
necessary because they contribute nothing to 
meaning.

In a recent letter from a surgeon the last 
sentence read, “T h e diagnosis is probably 
peptic ulcer but neoplasm  is a not unlikely 
possibility” . T h ere is no fine distinction 
between a possibility and a not unlikely 
possibility. T h e  “ not-un” syndrom e is cari
catured by Orwell in “ a not unblack dog 
chased a not unsm all rabbit across a not un- 
green field” .

T h ere is a sim ilar waste of a word in “ the 
ankle jerks were com pletely absent” . T h e  
word ‘com pletely ’ does not drive the jerks 
further away. W h at is the purpose of 
‘definitely’ in “ T h is drug has definitely delet
erious effects” ? T h ese effects are not worse 
than deleterious and arc probably no worse 
than harm ful. A. P. H erbert says he is waiting 
for the first verdict of “ D efinitely guilty, to be 
definitely hanged until he is very definitely 
dead” .

Expressions like “ in point of fact” , “ all 
things considered” , “ actually” , and "o f  course” , 
are usually padding. “ O f course” , is forgivable 
since it is usually used for the sake of polite
ness and im plies that “ I do not think you are 
such a fool as not to know this” . T h e  other 
expressions arc acceptable when spoken but 
have no place in m edical writing since they 
merely fill up space.

A M B I G U I T Y

C arelessness is the usual cause of am biguity 
which then contributes to pudder. In the 
sentence “ H is disease can only be alleviated 
by an operation” , the m eaning is am biguous. 
It may mean that the only useful treatm ent 
for this particular disease is an operation. 
Equally  well, however, it could mean that the 
disease is incurable but the patient m ight be 
helped by an operation. A  sentence in a 
neurological journal which reads, "m otor and 
sensory nerve fibres are affected equally in 
arms and legs” , m ay mean that the two types 
of fibres are equally affected, or that the 
affection of fibres in the arms is sim ilar to that 
of fibres in the legs, or that both of these 
interpretations arc true. T h e  auxiliary verb 
“ m ay”  is a frequent source of am biguity in
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medical papers since sometimes it expresses 
merely possibility, sometimes it implies near- 
certainty, and sometimes it suggests a likeli
hood. On occasion an ambiguous construction 
is deliberately used as in, “Thank you for 
sending me your book. I shall lose no time in 
reading it” . More often, ambiguity results 
from lack of criticism.
C O N C L U S I O N

This review of pudder is incomplete and 
biased. W e  have not discussed syntax, idiom, 
grammar nor punctuation. O f these, syntax, 
the orderly arrangement of words, is probably 
the most important though Dr. Johnson 
thought it insignificant. English is the most 
flexible of languages and has avoided refined 
and rigid rules. Grammatical tenets give way 
if they conflict with common usage. Un
grammatical and badly constructed sentences 
can convey clear meanings though they may 
also cause irritation. The story is told of the 
almost illiterate carrier who had to draw up 
a detailed bill for a haulage job before he 
could be paid. After much labour he present
ed this, “Three conies and three goes at a 
pound a went is six pounds”. This is crude, 
but his message is clear and unambiguous. 
Poor syntax, split infinitives, wrongful choice of 
prepositions and other grammatical errors arc

but minor causes of pudder. This is not to 
suggest that such details be ignored.

Pudder is discourteous because it compels 
the reader to struggle for understanding. It 
reduces the speed and efficiency of the reading 
mechanism. W hen we read, our eyes scan 
merely the outlines of print. They move along 
a line in a scries of rapid jerks with four or five 
brief pauses for a closer look at some words. 
From this sketchy survey a literate adult is 
able to infer the meaning. W hen the words 
which are read arc unfamiliar the pauses be
come longer and the eyes sometimes move 
backwards to retrace ground already covered; 
they arc said to regress. The number of re
gressions increases as the meaning becomes 
more obscure.

Finally, we can illustrate some aspects of 
word usage by paraphrasing an old joke. Let 
us describe a bow legged man. In pudder we 
could say, “ the patient has a marked varus 
deformity of the lower extremities of rachitic 
aetiology” . Plain speaking, plus a little 
rhythm and rhyme might render this as, "over 
the hill and down the road, comes a man 
whose legs are bowed”. Add drama and we 
have,

“Oh what manner of man is this 
W ith  testes in parenthesis?”
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STEREOGNOSIS

JO H N  B. IRVING, B.Sc.

A dissertation read before the Royal Medical Society 

on Friday, February 2nd, 1968.

S tereognosis m ay be defined as the ab ility  
to recognise ob jects using on ly  tactile (som atic) 
sensation. T h e  ab ility  is best developed in 
b lind p eople and depends on m em ory and on 
an in tact som atic sensory system .

Loss o f this ab ility , astcreognosis, is usually 
considered as a d efect in som atic sensation. A  
native o f N ew  G u in ea , although he m igh t be 
unable to recognise the ob jects com m on ly used 
to test fo r stereognosis, w ould  not deserve to 
be given the diagnosis o f a cortical lesion. 
Mis failure is a failure o f learn ing. Patients 
suffering from  dem entia m ay show  astereog- 
nosis as a consequence o f a general deterior
ation in m ental fu n ctio n . Learn in g and 
m em ory therefore p lay  an im p ortant part in 
stereognosis, b u t in clin ical practice and in 
physio logy, m ore in terest is taken in the 
fu nction  o f the som atic sensory system .

Functional Anatomy

C lassically , astcreognosis is associated w ith 
lesions of the parietal lobe. T h is  area is not 
a fu nctional entity , bein g  m erely that part of 
the cerebral cortex beneath  the parietal bones. 
A  degree o f fu nctional localisation has been 
introduced by experim ents in neuroanatom y 
and neurophysiology. A n teriorly , the post 
central gyrus is d istinct on the evidence from  
studies of evoked potentials in anim als, from  
stim ulation  experim ents in conscious patients 
at operation and from  degeneration studies in

neuroanatom y. It  has specific connections 
w ith  th e ventro-basal com p lex o f th e thalam us, 
the term ination o f the ascending som atic 
sensory tracts.

Posteriorly and in feriorly the lob e m erges 
with the occip ital and tem poral lobes and the 
areas concerned p rim arily  w ith  visual and 
aud itory stim uli respectively.

B etw een the prim ary sensory areas, there are 
the so-called “ association”  areas, o f w h ich  the 
posterior parietal lob e is a part. I t  is often 
stated that this area is the centre for integ
ration of visual and som atic sensations and 
for d iscrim inative functions such as stereog- 
nosis. T h e re  is indeed evidence that som atic 
and visual stim uli m ay evoke electrical activ ity  
there. T h is  activity  h ow ever is non-specific, 
being o f long latency and slow  adaptation  and 
sim ilar results w ould be obtained  b y  recording 
in any part o f the cortex. Such  a con cept (i.e. 
separation o f prim ary from  d iscrim inative or 
integrated sensation) cannot be tested from  
clin ical studies since the pathological processes 
involved are not suffic iently precise.

T h e  delineation  o f these areas in the 
cortex has been a consequence o f the lack of 
accuracy in the techniques used. W ith  the 
introduction  o f single neurone recording, it 
becom es necessary to look at the cortex, not as 
groups o f in d epend ent neurones in boxes but 
as gradients o f activity. M ax im u m  som atic 
sensory sensation is found in the post central 
gyrus.

H avin g noted the anatom ical bed in w hich
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stereognosis works, the clin ical aspects w ill be 
exam ined .

C lin ica l

Astereognosis is one of the agnosias, by- 
defin ition  a failure o f recognition. C lin ica l 
exam ination , using such com m on objects as 
keys, coins, pen tops, is not designed to d iffer
entiate the types of agnosia. A  con ven ient 
classification is into receptive (input) and 
executive (output). An exam ple  w ill show  the 
d ifference.

Sp erry e t a l (19 6 2) studied patients w ho had 
undergone section of the corpus callosum  for 
in tractable seizures. In right-handed people 
postoperatively, astereognosis o f the le ft  hand 
was m arked, if the responses w ere given verb
ally. H ow ever, correct answers w ere given 
w hen the p atien t selected the ob ject from  a 
list presented to the le ft eye. In  other words, 
one side o f the brain did not know  w h at the 
oth er was doing. T h e  agnosia was therefore 
due to a d efect in the executive or outpu t 
m echanism  b y  virtu e of the loss o f connections 
betw een the som atic sensory area and the 
speech centre.

G esch w in d  (19 6 2), in review ing several 
patients w ith proven vascular lesions o f the 
corpus callosum , described sim ilar results. H e 
w ent fu rth er to suggest that lesions o f the 
posterior parietal region w ere equivalent to 
section o f the corpus callosum  since the only 
connections betw een the parietal lobes o f each 
h em isph ere arise in that area. A stereognosis, 
th ought to be due to the disruption  o f the 
centre for stereognosis in the posterior parietal 
lobe o f the non-dom inant hem isphere, is more- 
like ly  to be due to in terruption o f the con
nections to the speech area.

C le a rly  clin ical tests should take acco unt of 
these findings.

F o r exam ple, Sem m es e t al (19 59 ) studied a 
group o f w ar veterans suffering from  p enetrat
ing brain in juries o f the parietal lobe. T h e  
patients, d ivided into groups accord ing to the 
locus o f the in jury, as determ ined b y  X-ray, 
w ere given various tests o f som atic sensory 
function . R esu lts suggested that there were 
d ifferen t patterns o f localisation  o f fu n ction  in 
each hem isphere. N o  attention was paid h ow - 
ever to non-verbal testing so that the d ifferent 
patterns could be a consequence o f an exec
utive agnosia, due to separation o f the somatic- 
sensory area from  the speech area in the con
tralateral hem isphere.

Sm aller lesions, again w ar in juries, w ere 
described b y  Russell in 19 4 5 . T h e  patients 
studied suffered superficial skull w ounds in 
vo lving on ly  sm all areas o f the cortex. T h e  
effects w ere usually transient. Several eases, 
in w hich lesions o f the post central gyrus were 
dem onstrated, show ed a localised loss o f 
stereognosis and two p o in t discrim ination  in 
the contralateral upper lim b. T a c t i le sense, 
ligh t touch p in prick , was in tact though som e- 
w hat changed in character, being  difficu lt to 
localise. W h ile  this im proved, astereognosis 
w as nearly alw ays perm anent.

Stereognosis is c learly depend ent on an 
in tact post central gyrus.

In clin ical practice, astereognosis is only 
im portant as part o f the parietal lobe syndrom e, 
which m ay be illustrated by a description of 
two cases w ith lesions of the right (non- 
dom inant) hem isphere. D en n y  B row n et a l 
(19 5 2) reported in detail the case o f a w om an 
of fifty-tw o w ith a vascular lesion o f the right 
parietal lobe. T h e  m ost characteristic feature 
was com plete  neglect o f the le ft side, especially 
when stim ulated  sim ultaneously on the right. 
T h e  le ft  arm  was not recognised as part of 
her body, m otor coordination was d efective  as 
show n by her dressing apraxia. A stereognosis 
and loss o f two poin t d iscrim ination was 
m arked on the le ft , as also was poor localis
ation o f site o f tactile stim ulation .

T h e  second case, a patien t o f D r. J e llinek, 
N orthern  G en eral H ospital, is a fifty-six-year- 
old lorry driver. H e was adm itted  to hospital 
fo llow ing tw o accidents w ithin  one m onth , 
both  in vo lv in g cars parked on the le ft  side of 
the road. Investigation s show ed that he had 
a large bronchial carcinom a w ith a single 
m etastasis in the right parietal region. On 
clin ical exam ination , h e  show ed neglect o f the 
le ft side. A stereognosis, loss o f two poin t 
discrim ination and poor localisation were 
noted. T h e re  was m ild slurring o f speech, 
m arked m otor incoordination as show n by his 
in ability  to w alk and dressing apraxia. In 
hospital his condition deteriorated and he 
was discharged to term inal care. W h e n  re
adm itted  tw o m onths later, his condition  was 
im proved, clin ical signs were m uch less m arked 
and investigation w ith  rad ioactive scanning 
show ed that the parietal lesion had been re
duced in size.

W h a t  conclusions can be drawn from  these 
cases? A stereognosis is on ly  im portant in 
clin ical w ork as part o f the parietal lob e syn
drom e. Present evidence docs n o t allow
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accurate localisation although the post central 
gyrus must be intact.

T h e  second conclusion is that stereognosis 
and two point discrimination seem to be 
linked. D enny Brown, noting this, suggested 
that the function o f the parietal lobe somatic 
sensory areas is to integrate spatial information 
—  a process lie called ‘morphosynthesis’ . It 
is not surprising that the two functions are 
linked since stereognosis is only a quantitative 
extension of two point discrimination plus in
formation from joint receptors. T h e  add
itional essential feature of morphosynthesis is 
coordination of m ovem ent. T h is is recognised 
from personal experience —  one normally 
identifies objects by rolling them in the hand, 
and from experience of hem iplegic patients 
who show astereognosis on the affected side.

N e u ro p h y s io lo g y

T h e  concept of morphosynthesis is attractive 
when considered in relation to neurophysio- 
logical findings, on which further study of the 
processes of integration must depend.

M ountcastle et al (1957, 1959, 1 960), using 
microelectrodes, studied single neurones in 
the som atic sensory areas of the cortex in cats 
and monkeys. T w o distinct populations of 
cells were found. G roup 1 were more numer
ous. T h e  characteristic property was the 
response, of short latency and rapid adaptation, 
to a stimulus in a specific small receptive field. 
T h e stimulus was cither hair bending, light 
touch or gentle joint rotation and the response 
could be inhibited by stimulating areas round 
about the receptive field. Cells in the ventro- 
basal complex and in the gracile and cuneate 
nuclei of the dorsal columns of the spinal 
cord had similar properties, suggesting that 
information is transmitted in independent 
channels to the cortex. Integration relies on 
surrounding inhibition to make the stimulus 
discrete. Secondly, m ovem ent is important be
cause of the property of rapid adaptation. In 
other words, when the object remains in one 
part of the hand, the initial activity, signalling 
that the object is present, would rapidly fade 
and no recognition would be possible. M ove
m ent reinforces the neuronal activity.

T h e  presence of an object appears to be 
appreciated in the form of neuronal activity in 
anatomically fixed parts of the somatosensory 
cortex. T h e  evidence for this fixed pattern is 
that:—  there is an accurate point-to-point re

presentation of the body surface in the post 
central gyrus; all cells recorded in one vertical 
tract of the microelectrode have receptive 
fields in one area of the body, the size of the 
field depending on the concentration of re
ceptors in that part of the body; neuro- 
anatomical studies show that the cortex is 
organised in a vertical direction; and studies 
in monkeys showed that no learning nor be
havioural changes were detected after m ultiple 
sectioning of the somatic sensory cortex in 
small vertical planes, i.e. intercortical connec
tions were not important, at least in tactile 
conditioned behaviour. M icroelectrode studies 
in the visual cortex have shown a similar 
pattern of organisation.

T h e  second group of cells tended to be 
recorded from random depths in the cortex, 
in contrast to G roup 1 which tended to be 
found most often in the IV th layer. T h e 
responses to stimulation were characteristically 
sensitive to depth of anaesthesia, slowly adapt
ing and of long latency. T h e  receptive fields 
were large, at times ipsilateral and labile. 
Such properties arc characteristic of a multi- 
synaptic pathway.

N e u ro p h y s io lo g ica l -C l in ic a l  C orre la t ion s

Clearly this activity would be too imprecise 
for the type of sensation required for stereog- 
nosis. T h e  two groups of cells appear to be 
m utually antagonistic since activity in Group 
I inhibits that in G roup II. Th is may be 
im portant clinically since the two systems 
resemble the characteristics of the two types 
of sensation proposed by Mead and Holmes 
(1927) i.e., epicritic (Group I) and protopathic 
(Group II). Follow ing cortical lesions, the 
character of tactile sensation appears to be- 
come more protopathic. Is it possible that 
cortical lesions selectively destroy G roup I 
cells? T his m ight be true for ischaemic lesions 
which result in pronounced necrosis of the 
IV th  layer of cells, but it would be difficult 
to explain the gunshot injuries on the same 
basis. Such a hypothesis would be worthy of 
investigation, considering the nature of the 
residual sensation i.e., poor localisation and 
defective stereognosis.

G roup I cells seem well designed to carry 
out the process of morphosynthesis, the 
initial step in stereognosis, taking place in the 
post central gyrus. T h e  cells respond to light 
touch, hair bending and joint rotation, partie-
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ularly if the stimulus moves so that no one 
group of cells are active for a long period. 
Joint sensation seems to be particularly im- 
portant for posture, for knowing where the 
body is in space and for recognition of three 
dimensional objects. Th is could be dem on
strated in the experiments of Provins in which 
he injected local anaesthetic into the joint 
capsules of the interphalangeal joints (1958).

C o n c l u s i o n

In summary, therefore, the physiological pro
cesses underlying stereognosis have been exam

ined, with particular reference to clinical 
observations of patients with parietal lobe 
lesions. L ittle  attention has been paid to the 
psychological aspects of such lesions, to the 
influence of learning and to the extent of 
adaptation to a disability.

T h e  evidence suggests that stereognosis re
quires an intact post central gyrus in much 
the same way as peripheral sensation requires 
intact spinal nerves. T h e  role of the posterior 
parietal region is less well defined. In clinical 
practice however, astereognosis is only import
ant as part of the parietal lobe syndrome.
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THE RECTAL EXAMINATION

JO H N  B. D A W SO N , M.A., B.M., B.Ch., M.R.C.P.Ed.

Health Sciences Centre, New York

I N T R O D U C T I O N

A  quotation attributed to one of England ’s 
leading rectal surgeons, fondly known as the 
“ Rear Adm iral” , states: “ I f  you do not put your 
finger in, you will put your foot in it” ; im ply
ing that a routine “ physical”  is not complete 
without a com petent rectal examination, and 
failure to acknowledge this fact may lead you 
and your patient into serious trouble.

W ords such as distasteful, repugnant, in- 
acsthetic, are often chosen to describe the 
“ rectal” . Such adjectives in this context stem 
from a false modesty and the complicated 
rituals of excretion which afflict a modern 
urban civilization. T h e  result is that many 
people consider a per rectum (P.R.) examin
ation to be an affront to the person or at least 
“ not quite nice” . N egative attitudes of this 
kind cannot be tolerated within the profession 
who must accept a P .R . as the routine final 
act of the com plete physical examination.

Nevertheless, because of such sensitivities 
within the public at large, due respect must be 
shown both in method and approach. In 
communities where cancer prevention by early 
detection is fully developed, the digital rectal 
examination forms part of an accepted annual 
program, which suggests that the clim ate of 
acceptance is a matter of education.

W hatever the reaction, the perpetration of 
a callous, rough, and thereby painful “ rectal” 
upon the captive patient, as so eloquently 
portrayed by O ’Grady (O ’Grady, 1963), is a

Scopy — Skopein — Gk. — To examine.
Procto — Proktos — Gk. — Anus — (combination form 

to include recium and anal area).
Recto — Rectum — L. — Straight:— (extends from 3rd

disgrace to our profession. T o  prevent this 
occurrence I believe it is essential that a doctor 
should subm it him self to a digital P .R . at an 
early stage in his career. O ne distinguished 
colleague feels so strongly on this point that 
he not only expects his students to examine 
each other by digital examination, but requires 
them to undergo subsequent sigmoidoscopy. 
O nly after such an experience can you con
fidently give instructions to your patient with 
a convincing explanation of what he can 
expect during your own “ routine procedure” .

Some-such explanation is vital for the 
success of your examination because man
oeuvres, which arc novel to a patient, and 
during which he cannot view the field of 
operation, are the ones that cause the greatest 
apprehension. Failure to realize this assoc
iation will encourage the developm ent of a 
degree of patient perianal spasm which will 
reduce by half the internal area accessible to 
your exploring finger, and his worry un
consciously conveyed to you will cause you to 
use undue haste and will prevent you from 
thinking constructively while engaged in the 
actual investigation. T h e  injunction both for 
you and the patient is T O  RELAX.

T H E  E X A M I N A T I O N

Rectal examination is a composite term and, 
if there be suspicious symptoms or signs, will 
include more than a mere digital diagnostic

sacral vertebra to the anal canal).
Sigmo — Sigmoides — L. — "S" shaped.
Colon — Kolon — Gk. — Extends from caecum to 

rectum.



exploration with the forefinger. Symptoms 
and signs of change in bowel habit, per
sistent diarrhoea, pain in the abdomen, back 
or anal region, unexplained anaemia, the pass
age of blood, mucous or pus P .R ., the pro
trusion of rectal mucosa, symptoms of prostatic 
hypertrophy and abnormal vaginal discharge 
are a few of the criteria which make a P .R . 
and a subsequent sigmoidoscopy mandatory 
and a radiological investigation of the terminal 
colon highly likely. This approach applies to 
infants and small children every bit as much 
as to adults, the only differences being that the 
little finger is used for the P .R ., as for the 
neonatal check for imperforate anus, while a 
smaller sigmoidoscope is chosen for the 
follow-up.

established cancer of the cervix, the second 
commonest cancer in women, will be easily 
palpable through the anterior rectal wall.

Another of the many reasons for insisting 
upon the digital P .R . as part of a doctor’s 
physical examination routine is the report that 
some 7 5%  of large bowel tumours occur in the 
rectum and sigmoid colon and 50%  of those 
that are cancerous will be within range of your 
probing forefinger. Som e idea of the problem 
at large was presented by the American Cancer 
Society.

“ In 19 6 1, there were 70,000 cases of cancer 
of the colon and rectum in the U .S.A ., two- 
thirds of whom under present conditions 
die.”

SA C R U M

RECTUM begins 
opp. S .3

1____________

THIS LEVEL  = L I M I T OF 
F IN G ER

L. A

1 Seminal Vesicle
2 Prostate
3 Anus
4 Bladder
5 Coccyx

A  planned internal digital exploration of the 
area with the addition of bimanual palpation, 
to be discussed later, will always detect the 
sacro-tuberous ligaments, usually sense the 
sacrospinous ligaments, and will define the 
normal or abnormal condition of the anus and 
levator ani, the bladder, the prostate and 
seminal vesicles, the coccyx, the uterus (where 
relevant) and the lower rectum.

T h e full extent of the recto-uterine pouch, 
with its tendency to collect pus as a pelvic 
abscess, or metastatic carcinomata, is readily 
accessible to your exploring finger, while an

Such figures provide a strong foundation for 
those who argue in favour of an annual rectal 
examination as part of a program for the early 
detection of cancer.

T h e  incidence of cancer of the rectum in a 
general practice is likely to be in single figures 
during the principal’s lifespan. Nonetheless, 
no parctitioner would ever forgive him self if 
he avoidably missed an operable growth, and 
by doing so sentenced his patient to a most 
unpleasant mode of death (Birnbaum  1964).

Assuming there are definite symptoms and 
signs present which make a "rectal”  essential,
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a planned preparation of the patient to assist 
towards an optimal result is worthwhile. If 
the patient can wait 24 hours before attending 
at your “ office” or is a hospital in-patient, a 
few simple preparatory measures merit con 
sideration and include:—

1) The provision of a light diet —  low in
bulk —  with an emphasis on plenty of 
fluids for some 24 hours before your 
examination is due.

2) The administration of a mild dose of
laxative such as a tumblerful of “ Seno 
kot” laced warm milk on the previous 
evening.

3) The rectal implantation of one or two
mild suppositories of the Dulcolax- 
Senokot type or the giving of a small 
volume saline enema some 4 hours be
fore time zero.

Inability to carry out these simple prepar
atory procedures does not forecast the failure 
of your rectal examination, but such prepar
ations do contribute to success in the first 
instance and repeated rectal manipulation docs 
not make for good doctor-patient relationship!

Consider, before you begin your examin

ation, whether any other consultants are likely 
to be called in at a later stage, and if possible 
arrange for them all to be present at the one 
examination. If  this cannot be, it is kind to 
lim it further rectal investigation to the operat
ing theatre with the patient under an 
anaesthetic.

Plan your examination. Always arrive at the 
time you stated to the patient so that he is 
spared the added worry of apprehensive wait
ing and choose the afternoons, when the 
motions tend to be firmer (less fluid). A well- 
driven sigmoidoscope should easily bypass 
faecal lumps, but should they cause trouble 
they can easily be removed when not too soft. 
As a rule preparation of the rectum and colon 
immediately prior to the P. R . is not advisable. 
A soft soap enema will not only irritate the 
mucosa and thereby change its characteristic 
appearance, but will remove important tell-tale 
traces of pus, mucous or blood. Similarly 
excessive warming of the sigmoidoscope may 
considerably alter the appearance of the rectal 
lining and thereby obscure or change a vital 
diagnostic sign.

W hen you have accepted the P.R. as part 
of your routine “physical” check, the best

Fig. 1
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Fig. II

approach to the patient is to spring the idea 

upon him quite impersonally and after all else 

is completed. Explain that you feel it is a 

necessary conclusive act and proceed to in- 

struct him  in what you want h im  to do and 

what he is likely to feel in terms of:—

“To round off this examination, Mr. Davis. 

I now wish to examine your back passage with 

a gloved linger to make sure all is correct. You 

will find the procedure only m ildly uncomfort- 

able and will experience a sensation as though 

you were passing a motion; you are not to 

worry about this, it is only the effect of my 

examining finger moving in your anal canal, 

and you will feel no pain.” G o  on to explain 

that he is not to worry about an examination 

that lie cannot view because you will comment 

as you go; that it will be a great help to you 

if he will breathe quietly and deeply and to 

relax himself as much as possible. Should he 

feel pain he is to let you know —  for diagnos- 

tic and humane reasons —  but the whole 

procedure being strange to him  is bound to be 

a little uncomfortable.

It is worth remembering that a rectal digital 

approach is a very good substitute for a 

“vaginal” examination in the virgin and pre

marital woman, and can be relied upon for 

pelvic investigation of a non-obstetrical nature.

To ensure success in terms of information to 

be gained and in the maintenance of a good 
doctor-patient relationship, obtain a degree of 

modest privacy or a satisfactory chaperone and 

ask the patient to climb upon a suitable couch. 

A suitable couch in terms of adult examination, 

contrasted with the general hospital bed, 

implies a solid construction with dimensions 

of 6' x 3' and which is covered to a depth of 

at least 2" by a material such as foam rubber 

padding. One unsatisfactory couch and one 

designed by the author, constructed locally 

with an imported overburden, can be seen in 

figures I and II respectively.
Once the patient is settled, remove the 

obstructing clothes, but keep the “bare bottom ” 

covered until you are ready. Then, place the 

subject in one of the three commonly used 

positions:



1) T h e  “ left lateral”  position —  with the 
upper legs well-flexed at the hips and the lower 
leg flexed to 90 degrees at the knees, the upper 
right leg at both points being slightly more 
flexed than the lower left, while the long axis 
of the body lies almost across the couch. This 
is perhaps the most satisfactory position for 
the frail, the elderly, or at the beginning of 
your practice in these areas, because by gently 
parting the buttocks you can satisfactorily ex
pose the area of operation, you need not look 
the patient in the eye, and it is, 011 the whole, 
a gentler affair.

However, you cannot achieve as much as 
with:—

2) T h e  “ dorsal”  position, in which the 
patient lies supine with knees and hips flexed 
and slightly parted. W ith  your finger in the 
rectum watch the patient’s face to see that 
you are not being too rough while you use the 
other hand to suprapubically palpate the 
anterior abdominal wall. By this action of 
bi-manual palpation and with good patient 
relaxation you can discover almost all of the 
abnormalities lurking in the lower pelvis. 
T h is is a particularly useful approach when 
you wish to assess the size and condition of 
the bladder-prostate-seminal vesicles, uterus, 
tubes or ovaries and their pathological variants.

3) T h e  third  position —  excellent for the 
operator, but tiring and unconventional for 
the patient if a flat surface is used, as opposed 
to a stepped and tilted surface, is referred to 
as the “ knee-elbow” , a name which is self- 
explanatory.

T h e  advantage of this position is that it 
offers a magnificent view of the superficial anal 
area and the action of gravity will cause the

“ guts”  to fall away from you when you conic 
to follow your digital examination with sig
moidoscopy, thus making the introduction of 
this lengthy instrument (25 cm.) more simple 
and less traumatic.

For practical purposes I would suggest a pro
gression of method. Begin with the patient 
in the lateral position, then with your examin
ing finger still in situ, rotate the patient into 
the supine position, and then if relations are 
still satisfactory proceed with sigmoidoscopy 
in the knee-elbow position. I f  the patient 
seems distressed, it may be politic to revert 
once more to the lateral position for the 
sigmoidoscopy.

There are few acceptable exceptions to a 
routine rectal. An emotional child of im
pressionable age whose full cooperation is vital 
to therapy and in which no alimentary trouble 
is suspected is one in whom the examination 
can be delayed or perhaps abandoned. S im il
arly a young woman in menstruation presents 
an emotionally charged situation which may be 
inaesthetic to both operator and patient alike 
and it may be preferable to postpone exam in
ation until the flow has ceased. T h e  very ill 
arc another group in which a rectal can be 
postponed; but postponement, not abandon
ment, is the program. Patients, especially the 
elderly, can, and do, have m ultiple ‘pathology” .
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THE MOST IMPORTANT NUT

J. A. W . WILDSMITH

A dissertation read before the Society on Friday. 10th November, 1967.

IN T R O D U C T IO N

A  m otorist once asked a m otor m echanic 
w hat he thought was the m ost im portant nut 
on a m otor vehicle and though there is no 
direct answer to such a question the one given 
by the m echanic not only p u t the driver in 
his place but also sum m ed up the w hole 
problem  of Road A ccid en t Prevention.

COST

E very twelve m onths, on the roads of G reat 
Britain alone, nearly 8,000 people are killed 
and 350,000 injured, 90,000 o f them  seriously 
so*. T h is  in itself is bad enough, but analysis 
o f these figures by  age and sex (Figure 1) 
makes the picture even worse. It  can be seen 
that the greatest proportion of deaths and in
juries are to young males betw een the ages of 
sixteen and thirty: the people that the country 
can least afford to lose w hether hum an or 
econom ic factors are considered.

T h e  exact financial cost o f road accidents is 
difficult to assess, b u t the Road Research 
Laboratory has recently published figures for 
1963 w hich are probably as accurate as they 
can be. T ak in g  into accoun t the loss o f out
put, the dam age to vehicles and property, the 
cost of m edical treatm ent and the adm inis

trative costs o f the police and insurance com 
panies the Laboratory reached a total of 
£196,000,000. T h e  report also gives the average 
cost o f various types of accident; that o f a 
fatality  occurring in a rural area, for exam ple, 
is over £4,000.

Fatal and Serious Casualties per year by Age and Sex.

* A  d eath  is record ed  w hen  a person d ies w ithin 
th irty  days o f a road a ccid en t. A  serious in ju ry  
is one fo r  w h ich  a person is d etain ed  in hospital 
as an in -patien t, or an y  o f  th e  fo llo w in g : fra c 
tures, con cu ssion , in tern al in ju ries, crushings, 
severe cuts and laceratio n s and  severe  general 
sh ock . A  slig h t in ju ry  is one o f m inor character, 
su ch  as a bru ise o r sprain.
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C A U SE S

T h e  cost of road accidents is high therefore 
in both economic and human terms and must 
be reduced, but to do this some idea must be 
gained of their causes. T h ey  are not as simple 
as it might sometimes seem. N o one factor, 
be it alcohol, speed or anything else, alone 
leads to road accidents. Each type of accident 
has a different cause and in the majority of 
cases there are probably several “ causes”  in
volved. Indeed it is probably better to think 
in terms of “ a factor which when it occurs in 
conjunction with others may lead to an acci
dent” .

T h e consideration of almost any accident 
will show that it was caused by a number of 
factors, each of which can be placed in one 
of three categories. T h e  factors are associated 
with one of the following:—

(a) the roads
(b) the vehicles
(c) the road users

Every accident is caused by the combination 
of various deficient aspects of each of these 
groups and in any attem pt to reduce road 
accidents means must be introduced to im 
prove the standards of each group.

So far attention has only been directed 
towards the causes of accidents so that 
methods may be found for preventing casual
ties by preventing accidents —  the concept of 
Primary Safety. Unfortunately it will be many 
years, if ever, before accidents cease altogether 
and therefore something further must be done 
to prevent, or at least to decrease the severity 
of the injuries that still do occur —  the con
cept of Secondary Safety. Thus increasing the 
standards of the three groups must be consid
ered against the background of these concepts. 
Obviously nothing can be done to the human 
body to reduce injuries to it, but many 
alterations in road and vehicle design could 
help.

ROADS

It is well known that Motorways are much 
safer than the trunk roads that they are re
placing (the fatality rate per million vehicle 
miles of the M 1 is only a third of that of the 
stretch of the A 1 that it replaced) and one 
of the greatest steps towards safer roads will be 
the completion of the motorway network.

This is because the design of motorways in
corporates many of the basic safety factors that 
all roads must have if they arc to become safer. 
T hey have a good smooth, relatively anti-skid 
surface, have well marked lanes and arc free 
from solid roadside objects such as lamp-posts 
and less solid ones such as pedestrians. They 
also provide a method of changing from one 
road to another with the least possible exposure 
to accidents. T heir one major deficiency is 
in the separation of vehicles travelling in 
opposite directions. A ll road designs seeking 
to prevent head-011 collisions must have a 
barrier between carriageways which should also 
serve to stop dazzle at night.

Since fifty per cent of all road casualties are 
pedestrians and most of these accidents occur 
in towns the finding of a solution for urban 
areas is more difficult. T h e  only way to curb 
the British pedestrians’ death-wish is to separ
ate them com pletely from vehicles. T o  prevent 
accidents the towns of the future should have 
pedestrian-only shopping and business centres 
served by underground or monorail systems 
connected to multi-storey car parks and long 
distance transport stations at the fringes. 
Residential areas will be entered by urban 
motorways with service roads to houses having 
barriers between footpath and road to prevent 
pedestrians crossing in places other than those 
where they are specifically allowed to.

A  final factor in road design is the provision 
of lighting at night. A  good lighting system 
of any kind may reduce accidents by up to 
thirty per cent no matter where the road is. 
In towns the saving made by decreasing acci
dents is always greater than the cost of provid
ing and illuminating the lamps. In the country 
it would be ideal but at present it is unecon
omic except perhaps at m ajor junctions. An 
important secondary safety feature is that the 
lamp-posts should be collapsible, as many 
injuries are due to the vehicle involved coming 
into contact with an unyielding post. M any 
years ago the Road Research Laboratory 
showed that the thin sheet-steel type was by 
far the best with regard to energy absorption, 
yet local authorities still continue to use 
others, particularly pre-stressed concrete.

VEHICLES

Analysis of the accident rates (measured in 
terms of vehicles involved per million miles 
travelled —  Figure 2) of the various types of
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vehicle  found on the roads o f this country 
show s th at m otor-cycles are far m ore danger
ous than any other type o f veh icle . T h e  only 
w ay to stop this is to ban them . Ped al cycles 
also com e high on the list but arc not 
sufficiently h igh to ju stify  rem oving them  
from  the roads. A ll riders how ever should 
have passed som e test such as the N atio n al 
C y c lin g  Proficiency T e st . Buses also seem  to 
be dangerous, but this is pro bab ly  because 
large num bers o f m in or in juries occur to 
passengers w ho m ove around on the veh icle , 
or get 011 or off, w h ilst it is in m otio n . M o to r 
cars and com m ercial veh icles appear relatively 
safe but m uch can be done both in term s of 
prim ary and secondary safety  to im prove this.

Prim ary  Safety

T o  design a veh icle  w hich  is less likely  to 
have accidents two m ain principles m ust be 
fo llow ed : firstly, the perform ance o f the veh icle  
m ust be o f a very h igh  standard and secondly, 
the driving position m ust allow  the driver fu ll 
control over this perform ance. In this context 
perform ance is considered in the w idest sense 
o f the word as in clu d ing such factors as 
acceleration , top  speed, road h o ld ing, control- 
ab ility  and braking p ow er and efficiency. O f 
all the types o f veh icle  design that are to be 
found on the roads o f this country on ly  one 
com bines all the above to a sufficiently high 
degree. T h is  is the one w hich  com prises the 
Ferguson F o rm u la  four-w heel-drive trans- 
m ission used in con junction  w ith the D u n lo p  
“ M ax a re t”  braking system . T h e se  item s are 
used in the Jensen F F  but they add £ 1 ,3 0 0  to 
the cost o f the car b efore  tax so the un it is 
too costly, b u t it is to be hoped  that with 
developm ent the price w ill com e dow n and 
allow  m ore general use. U n til such tim e m ore 
trad itional system s m ust be em ployed and the 
m ost im portant con tribution  towards prim ary 
safety is that all vehicles be m aintained  in the 
state that the m anufacturers in tended. T o

allow  the driver fu ll control the driv ing 
position m ust b e  com fortab le, so that he is 
ab le to reach all the controls. A n  un co m fort
ab le position leads to fatigue w hich leads to 
accidents and therefore both seat and steering 
colum n m ust be fu lly  ad justab le to suit all 
possible drivers.

Secondary Safety

A ll in juries to veh icle  occupants are due 
either to the occup ant m oving relative to the 
veh icle  and striking som e solid structure or to 
the reverse happenin g. T h e  w earing of safety 
belts w ill prevent the occupants m oving and 
research has show n that in accidents w here 
safety belts have been used the in juries arc 
fifty  per cent less both in num bers and severity 
than in com parable accidents w here safety 
belts w ere not w orn. M a n y  o f the rem aining 
fifty  per c ent can be prevented by designing 
vehicles in w hich the cab position is rigid and 
the boot and engine com partm ents w ill collapse 
in a linear fashion to absorb the im pact 
energy. T h e  steering colum n m ust o f course 
be collapsible. A p art from  the rem oval o f 
obviously dangerous pro jections little  can be 
done to prevent in jury to those outside the 
v eh ic le  such as pedestrians and cyclists.

ROAD U SE R S

T h e re  are three m ain road-user m ediated 
factors that lead to accidents. T h e y  are 
m ental attitudes, driving technique and 
alcohol.

Mental Attitudes

T h e  part that these play in accidents is 
d ifficu lt to assess but som e evidence m ay be 
gained from  F ig u re  1 .  W o m e n  usually are 
far safer than m en because they are by their 
nature m ore p lacid  and have less need to be 
assertive on the roads. H ow ever, in the pre
m enstrual part o f the cycle, w hen it is recog
nised that they arc m ore unstable, w om en arc 
betw een five and seven tim es m ore likely to 
have an accident than at any other tim e.

F u rth er evidence com es from  an adm itted ly 
sm all scale survey o f unconscious attitudes 
towards m otoring as exh ib ited  under hypnosis. 
T h re e  quotes w ill illustrate the point. A  final 
year m edical stud ent w hen asked to describe 
how  he fe lt  about driving on the open road 
said:—

Figure 2 

VE H ICLE A CCID EN T RATES

Motor Cycles (+ Scooters) ........................  19.5

Buses ..............................................................  9.6

Pedal Cycles .................................................  8.4

Motor Cars .................................................  3.8

Commercial Vehicles ................................  3.6
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. . and that wonderful feeling of power: 
it’s the feeling of power, I suppose . . 
and another male subject when asked the 
same said:—

“ It ’s the power, a sense of superiority, a 
feeling of being master of it all; it’s a bit like 
sex really . . . Y ou see you have to be gentle 
too —  and careful!”
A  third questioned after having tried a car 
fitted with the Dunlop “ M axaret”  braking 
system said:—

“ I ’d show them —  you could get away with 
murder in that car.”
These are not good attitudes to carry into the 
driving seat even subconsciously.

D riv in g  T echnique

People today are not taught how to drive; 
they are taught how to pass a test at speeds 
which never exceed 30 m.p.h. T h e technique 
that should be taught is that of defensive 
driving, that is anticipating possible accidents 
in the most innocent looking of situations. 
Ideally a test would consist of papers on 
mechanical and driving theory as well as a 
practical part. In Russia, prospective drivers 
have to pass such papers even before they are 
allowed on the road.

A lcohol

Drinking and driving are two of the most 
important social functions in this age and to

try and separate them overnight would have 
been impossible. A  start has been made 
though with the introduction of the new laws 
and automatic conviction on the finding of a 
blood level of over 80 m g.% . This level must 
be dropped even lower soon. A  committee 
set up by the British M edical Association to 
investigate the relationship between drinking 
and driving came to the conclusion that a level 
of 50 m g.%  was the highest compatible with 
the safety of others.

S U M M A R Y

T h e accident rate of this country must be 
reduced. This can be done by three methods: 
by improving the design of roads and vehicles 
and by increasing the standards of all road- 
users. In the ultimate analysis though it is 
the road-users who must take the whole blame, 
for by using their influence to improve roads, 
particularly via the motoring organisations, 
and by consideration of safety features when 
buying vehicles they can do much. Finally, 
everybody must always be on their guard 
against accidents whether on foot or in the 
driving seat. As the mechanic said, “ T h e most 
important nut”  really is “ T h e One behind the 
W h eel” .

REFERENCES

A ccident Black Spot —  M. A ustin —  Pelican, 1966. Man and M otor Cars —  S. Black —  Seeker andW arburg, 1966.

A  R emedial Matter,

“ In my opinion the skill of healing seems to be of greater antiquity than the study of philosophy, because when men first began both the study of physic and philosophy, every one being determined to them either on account of his body, or his mind, the reasons for philosophy were only casual and accidental, but those for physic were perpetual. For the elder race of mankind maintained life in a poor condition, exposed in the open fields to the injuries of the weather, their first sustenance being the products and fruits of the earth, their next advancement to its creatures the cattel (sic): they first felt the inconveniencies of heat and cold, that is, they grew sick, before they thought of providing clothes and houses for themselves. These then were the first diseases, those the first remedies”.
— from “ T h e W orks of Archibald Pitcairn” , this quotation com ing from an oration where the 
author waxes warm in proving “ T h e Profession of Physic free from the Tyranny of any sect of 
Philosophers”  ( 17 13 ) .
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NEW
B-D l ig h t w e ig h t  s t e t h o s c o p e

HIGH QUALITY DETECTION

for diagnosis.

•  Extra-light, compact and equipped with a
dual chest piece, this is an instrument designed for 
all-round use.

•  The .ear pieces were specially designed for greater comfort 
and for the maximum elimination of outside noise.

•  Comes complete with extra diaphragm and additional ear pieces.

•  Paediatric size 
Adult size

B E C T O N , D ICKIN SON  U.K. LIM ITED, York House* Empire Way, Wembley, Middlesex.

Telephone: 01-903 2277
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DIAGNOSTIC PR O B LEM
u n i v e r s i t y  o f  E d in b u r g h

P FIZER  MEDICAL MONOGRAPHS.

The University of Edinburgh Pfizer 
Foundation, established in 1965, is a 
post-graduate medical institution 
international in scope and authority. 
Its annual publications make avail
able the most up-to-date knowledge 
in selected fields.

1. Diabetes Mellitus
EDITED B Y  I.. J. P . DUNCAN

The book can be recommended for 
both generalist and specialist. 
J.Am.med.Ass. 42s

2. Racial and Geo
graphical Factors in 
Tumour Incidence
EDITED B Y  A. A. SHIVAS

This book reveals much of what has 
been done, what can be done, and 
what needs to be done.
The Lancet 63s

3. Rheumatic Diseases
EDITED B Y  J . J . R. D U T H IE  AND 
W . R. M . ALEXANDER

The three main subjects considered 
are rheumatoid arthritis, systemic 
lupus erythematosus and gout.
Papers deal with the epidemiology, 
aetiology and pathology of rheum
atoid arthritis. Full consideration is 
given to the clinical features, treat
ment and the immunological aspects 
of systemic lupus erythematosus. 
Recent advances in the field of gout 
are reviewed, and the mechanism of 
acute inflammatory episodes in this 
disease is discussed; the familial 
aspects and new forms of treatment 
are also considered.

63s

E D IN B U R G H  University Press 
22 George Square, Edinburgh 8

Set by J. J. C. Cormack, M.B., Ch.B.. D. Obst.. R.C.O.G. 

Subject :

A.F., widowed, female, aged 67.

Com plaint :

Blackouts, dizziness, anorexia.

History :

This patient had a four year history of 
extensive investigation and treatment for essen
tial hypertension. She was noted on both in- 
and out-patient interviews to be a very nervous 
and anxious woman, and her blood-pressure 
was extremely labile. There was no doubt 
that the diagnosis of idiopathic hypertension 
was established, but treatment was unreward
ing as the patient lived alone and was never 
able to fully understand her quite complicated 
drug regimes. She had been a widow for 30 
years and had only one child —  a married 
daughter, with whom she came to live because 
of her increasing lack of confidence on her 
own and the failure of therapy to control her 
symptoms. The “ blackouts”  were infrequent, 
but frightening, in that they involved transient 
partial loss of consciousness, often in crowded 
places. The dizziness consisted of an unspeci
fic feeling of faintness (not vertigo). The 
persistent anorexia was the symptom which 
most troubled the patient and her relatives.

Exam ination  :

A thin, anxious-looking woman. There was 
no detectable abnormality in the respiratory, 
central nervous, alimentary or genito-urinary 
systems. In her cardiovascular system her 
pulse was regular, 90/min., good peripheral 
pulses, no cardiomegaly, no murmurs, no evid
ence of failure. BP fluctuated between 
210/150  and 150/100. She had grade I 
retinopathy.

Therapy :

Her current therapy was Bethanidine 35mg/ 
day and Diazepoxide 1 5mg/day.

Apart from her hypertension, what diagnosis 
would account for her symptoms, what pointer 
might there be to this diagnosis from the 
history and what therapeutic trial might help 
in elucidating the clinical picture?

(answer on page 45)
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RESEARCH TOPIC

DISTRIBUTION OF SE X U A L L Y  TRANSMITTED DISEASES 
IN THE CITY OF EDINBURGH

IN T R O D U C T IO N

T h e main aim of this research study was 
seen as a prototype to test the feasability of 
a possible large scale project whose results 
could be used as a planning tool for provision 
of future facilities for the treatment and care 
of patients with sexually transmitted diseases. 
I f  fully developed, regular, possibly m onthly 
figures might be produced which would aid 
the correlation of venereal disease incidence 
with that of other diseases and environmental 
factors, although ideas on these lines are at 
present essentially tentative.

T h e  study was undertaken, covering a three- 
month period using coded data to preserve the 
anonymity of the individual. Th is is import
ant when dealing with venereal disease as the 
legal implications of a statistical survey such 
as this must be taken into consideration in 
elucidating the factors concerned in the con
trol of the disease. T h e  material used consist
ed of all fem ale referrals to the Venereal 
Disease Departm ent in the Edinburgh Royal 
Infirmary and the type of study performed has 
to our knowledge not been done before, E d in 
burgh lending itself readily due to its small 
population (500,000 approximately) and well 
defined social structure, and to the fact that 
the R .I.E . Departm ent is the only important 
treatment centre for females, maternity cases 
making up only a small percentage of the 
total.

M E T H O D S

T h e groups studied were topographically 
based on electoral wards and all those referred, 
whether subsequently diagnosed as positive or 
negative, were calculated per 100,000 popul
ation in each ward.

Subsequent breakdown using a punched card 
system was performed, using Gonorrhoea and 
Trichomoniasis as representative as these were 
the major part, separately or together, of the 
positive findings and a previous 1 / 1 0  survey by 
age and sex was available for correlating 
results.

F I N D I N G S

T h e limitations of this preliminary survey 
must be appreciated and the results at this stage 
are something of the nature of an interim 
report, which may embody purely statistical 
inaccuracies due to the small sample.

T h e “ at risk”  population was shown to be 
in the 15-30 age group and there is an indic
ation that this population is not directly re
lated to the age and ward distribution of the 
fem ale population of Edinburgh.

A  pattern appears of highest incidence 
around the central area of the town, plus a 
northwards extension, one outlying ward also 
being included in this high incidence group.

T o  explain this distribution, common factors 
can be sought and we suggest our own con
clusions and impressions. High density and 
poor quality housing appears to be an im port
ant factor in all the high incidence wards. 
Ease of transport to the Royal Infirmary must 
also be taken into account and differing social 
conditions from area to area may play their 
part. T h is is exemplified in the results 
obtained from one ward, an area of very low 
standard local authority housing in which the 
rate of referrals was relatively higher than the 
positive diagnoses, especially in the 15 -19  age 
group, reflecting an expectation of infection 
or high “ worry rate” , but also possibly in
dicating a lack of adverse social pressures on 
the part of the community.

Data concerning marital status and occu
pation is available but as yet unprocessed, 
preliminary impressions being that a high pro
portion of infected women were divorced or 
single and more significant, were unemployed.

F U R T H E R  A I M S

T h e main object of this study was to deter
mine the possibility of significant conclusions 
being made regarding distribution of venereal 
diseases in the city, and we feel that this has 
been achieved by the limited results obtained 
so far. However, a more detailed study is both
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possible and desirable, covering a longer period, 
and would take the form of pinpointing the 
“ heavy”  wards, i.e. those wards contributing a 
significantly higher case load than the expect
ed rate for the city. Subsequently, analysis 
could be carried out on the distribution within 
these wards, hence relating the sources of in
fection to social factors which seem to be the 
most important. For this, a parallel investig
ation of housing conditions, employment and 
social class structure, along with a study of 
the psychological make-up of the referred 
cases would be required. A ll these aspects

T H E  C O N T R IB U T O R S

P r o f e s s o r  R o n a l d  G ir d w o o d  is head of the University D epartm ent of Therapeutics at the 
R oyal Infirmary, Edinburgh. He is an authority on haematological and malabsorptive 
conditions and his article on the investigation of blood disorders, o f which  the second part 
appears in this issue of R E S  M E D IC A , is expertly rendered.

D r . C l i f f o r d  M a w d s l e y  is a neurologist of great acumen with consultant responsibility at 
both the R oyal Infirm ary and the Northern G eneral H ospital. H is article is light hearted 
in vein but makes quite clear that the writing is on the wall for the Pudderites amongst us.

D r . J o h n  D a w so n  is an ex-president of the O xford U niversity M edical Society  and gained 
his early clinical training at St. Bartholomew’s Hospital, London. H e also worked under Sir 
Stanley Davidson and is a m em ber of the R .C .P .E . H e is conversant with m edicine in 
Australia and the U .S.A ., and w e welcom e his contribution to the Journal.

F r a n c e s  M a r r  is a final year student at the University. For two sessions she has been a 
junior president o f the Society , the first lady ever to hold such a post. D uring her final 
phase she was chosen for the M iddlesex H ospital Exchange.

J o h n  I r v in g  is an honours graduate in physiology. H e  has taken a keen interest in the 
affairs o f the Society and has been elected  first junior president for next session. H is article 
represents a field o f special interest to him.

J o h n  W il d s m it h  has begun final phase and his dissertation stems from  his interest in 
m otoring and accident prevention. H e is vice-president of the M otoring  C lub and plans 
to spend his elective period in Birm ingham  A ccident Hospital.

p lacehology

“ M edicines seem to me to be so far of service as they excite the powers of nature when 
languid to their usual exertions, or if they entirely fail as they supply the want of the 
accustomed action.”

— from the dissertation presented to the Society in 17S 4  by R . C . M ichele.

must be considered before any headway can 
be made in the control of venereal diseases.
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THE SOCIETY

•  As a result of a recent debate in the Soc

iety, during which many of the Royal M edical’s 

most hallowed offices and operations came 

under criticism, a small committee was set up 

to examine the Society’s role and procedure, 

and in particular to determine which trad

itions of the Society arc detrimental to its 

smooth-running and optim um  membership.

The committee formulated a questionnaire 

and circulated it to a third of the medical 

students in the Faculty, with a view to finding 

out:

(a) how many students attend meetings and 

lectures outside the formal medical curriculum,

(b) what medical students know about the 

R.M .S. and what their attitude to the Society 

is,

(c) which features of the Society militate 

against their joining.

A preliminary examination of the replies 

received shows that present members are dis

satisfied with the Society as it stands at 

present, while non-members either know very 

little about the Society or have strong feelings 

against it; few students appear to be aware of 

the many facilities available for them in Hill 

Square. Disgruntlement seems to be chiefly 
centred on the formality of proceedings, poor 

publicity, the narrow scope of subject matter 

and the fact that meetings arc held on Friday 

evenings.

A full account of the results will be produc

ed in due course, and will be presented to 

the Society along with suggestions for changes 

where thought appropriate, though constantly 

bearing in m ind the long-established dignity 

of the Society and its essential traditions of 

student dissertation and debate. W e  hope 

thus to introduce new life into our ancient 

Society at this time of radical and historical 

change in its accommodation, library policy 

and financial position.

.  The following paragraphs present personal 

im pressions of medical education systems in 

different countries. Contributed by E d in 

burgh students whose studies and curiosity

have taken them to cities as far removed as 

Toronto, Paris, Moscow and Zagreb, they 

illustrate differing solutions to the same prob

lem —  production of doctors.

Wayfarers in similar terrain may match 

these accounts with similar or conflicting 

remembrances but only the most insular can 

ignore them at a time when our own system 

is poised for change.

Paris dominates French medicine in 

terms of prestige, opportunity and academic 

standing, holding its position despite moves 

towards decentralization which arc slowly dis

persing its power to Lyons, Strasbourg and 
other provincials.

The necessity for private financial support 

during the six year course and for high per- 

formance in the baccalaureat breeds a medical 

profession both socially and academically pre

eminent. Typical of higher education through

out France, the problem of obtaining the best 

students is resolved by high intake in combin

ation with high failure rate and stringent 

selection throughout. Examinations can be 

taken in advance of the timetable, thereby 

shortening the course, but penalties for poor 

performance are harsh. To reach consultant 

position one must never fail and must be pro

moted at appropriate times after (nullification 

in order to remain in hospital practice. The 

higher echelons of medical service are barred 

to those whose performance lies between out

right failure and pass. They may continue 

the course but rise no higher than general 

practitioner.

Practical work is offered wide scope and at 

intervals quasi-original projects arc undertaken 

for exam theses. Generally, French students 

are fortunate in that staff are willing to give 

the utmost help but cannot be envied for 

living perpetually with heads above the 

chopping-block of aloof and distant professors.

Canada is a land of opportunity for med

ical education. Based on the philosophy that 

students possess initiative, the curriculum is in 

essence academically oriented but allows sub-
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stantial outlet for practical work and the 
pursuit of topics having special interest for 
the individual.

A  five year course of two preclinical and 
three clinical years is pursued in competitive 
spirit and the present trend is towards con
tinuous monitoring of the undergraduates 
progress by means of frequent multiple-choice 
papers. T h e current exam schedule bears 
many resemblances to our own. A  fairly rigid 
timetable is set and no leeway is given to those 
wishing to take an examination sooner or later 
than the stipulated time. A  scientific bias is 
evident and the acquisition of knowledge is 
encouraged by staff-student relationships. 
Anyone who has experienced it can only be 
impressed by the willingness to help shown 
by eminent members of the academic staff 
and the friendly manner in which help is given.

Five years of study is a heavy financial bur
den on the student and his fam ily and the 
economic aspect results in a predominance of 
the higher social classes in medicine. O f the 
facilities available not all are utilized to their 
full extent, perhaps a reflection of the Can
adian doctor shortage which favours both 
student and doctor and which may lessen the 
impetus.

American addiction to informal seminars 
and a habit of early rising which approaches 
a fetish can produce diagnostic meetings over 
the breakfast table, but on the whole many 
similarities to Canadian medicine are appar
ent. Financing one’s education may prove to 
be an acute problem and one solution some
times found is to marry a working wife. M any 
take advantage of the freedom given to change 
university between preclinical and clinical 
studies and, as in Canada, interesting research 
work may offer itself to the student who dis
plays ability and enthusiasm for a particular 
subject.

M ost students who have worked in America 
are probably envious of the high wage before 
qualification and it is often more profitable 
for a British student to take a Clerkship there 
than here. Some universities are introducing 
continuous assessment, but state authorized 
examinations are still the sine qua non.

In Yugoslavia a six year course emphasises 
a traditional lecture system of the sort fast 
disappearing from W estern schools. Practical 
work receives less attention in preclinical years, 
compared with Britain. An incentive scheme

based on performance is one of the more in
teresting differences, by which grants are 
awarded on results. Students are given a sum 
of money for the period between examinations. 
I f  they fail an exam their grant is stopped; if 
they do badly but pass it is decreased and if 
they do well it is increased.

T h e  Yugoslavian student probably obtains 
a greater awareness of the place of m edicine 
in the community than does his W estern 
counterpart. This is more an East-W est differ
ence than a national characteristic and stems 
from the poly-clinic system common to many 
East European countries. Russian influence 
is perhaps important although, in general, 
Russian medicine is more advanced at all 
levels and is in many ways a product of polit
ical circumstance.

In Russia, a competitive examination fol
lowing ten years in secondary school selects en
trants to the five year course, which culminates 
in a standard state examination followed by 
a one year Internship. Undergraduates are re
quired, after third, fourth and fifth years 
respectively, to work as a nurse, to help in 
general practice and to work in an Out 
Patient C lin ic for eight weeks. Refresher 
courses are compulsory for everyone who 
qualifies and two to three months in every five 
or six years are spent in this way.

N o problems arise as to the choice of text
books, one or two being recommended per 
subject with standard editions available from 
libraries on free yearly loan. Students are 
financed by scholarships, awarded on perform
ance, each of which is worth 30-90 roubles 
(14-43 pounds) per month and 70-75%  of 
students receive these.

T h e  organisation of medical work differs 
substantially from that of Britain and accents 
both community integration and economy of 
trained personnel. As in Yugoslavia, poly
clinics are favoured with high proportions of 
female doctors employed within the special
ities encompassed by these units. W om en 
monopolize the Feldscher grade of medical 
worker for which we have no direct equiva
lent in the W est. Comprising 95%  women, 
Feldschers qualify after two and a half years 
study of general subjects, general medicine and 
clinical medicine and find employment in 
emergency units, preventive and technical 
medicine. Perhaps the university trained nurses 
now beginning to emerge in this country arc 
in some ways comparable.
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The Government initiated ‘Bestallungsor- 
dung’ determines the pattern of the five and a 
half year course in W est Germany. A  ‘D .P.’ 
must be obtained for the prescribed lectures 
and practical classes and individual universities 
run voluntary lectures in addition. Much is 
left to the student to choose a suitable course 
from those offered, lectures tending to the 
esoteric, and basic knowledge coming from 
textbooks at the students own initiative.

A Medical Faculty comprises some twenty 
departments, each with its Director or ‘Ordi- 
narius’ who has both teaching and hospital 
responsibilities. Elected for a lifetime, he 
may become a pedant impossible to dislodge. 
The ease of interchange between faculties 
provides a means of change for dissatisfied 
students, or more importantly, a means for 
widening experience and most people change 
two or three times during their course. A 
great deal of latitude is allowed for choosing 
exam times and in the main these are oral and 
in groups of four students.

An important part of the course is the thesis 
if one wishes to be called Doctor, although 
one may practice without. This takes six 
months and although it may provide the 
opportunity for original research it is often 
merely an academic exercise. The theoretical 
approach is emphasised throughout the course 
and little time exists for ward work. Staff 
contact tends to be limited and problems 
must be solved without recourse to advice from 
a Director of Studies or similar figure.

Comparison shows the British system to be 
more inflexible both in the timetable of study 
and examinations and in lack of inter- 
university mobility but informality, contact 
with patients and spreading of the exam load 
are to its advantage.

 Res Medica would especially like to thank 
Renate Seidemann, John Grindle and Mike 
Taylor who were amongst the contributors to 
this section.

•  The library is still in the throes of an im
pending sale. It is hoped however that future 
members will have access to a selected number 
of the volumes with especial relevance to the 
Society’s history, and of course the dissert
ations are being carefully preserved owing to 
their unique value. The University library in 
George Square has kindly assumed the re
sponsibility of housing the books for the pres

ent but that should not prevent any member 
having a browse through them if so inclined.

•  In the days before women, or so the story 
might go, all the Adams of Melbourne Place 
gathered together around the primeval glow of 
a solitary coal fire in order to air their discon
tent that Eve was so long in the making. But 
create her they eventually did, amidst the 
green and gold hangings and crumbling calf 
bindings of their lesser Eden.

Roger Smith, in his valedictory address last 
term, retells the story: "During the triennial 
revision of the Laws in February, 1964, with 
Mr. Ewart in the Chair, Mr. Heading pro
posed and Mr. Bradley seconded the Motion
— “ That chapter 2, paragraph 1 should be 
altered from ‘any Gentleman’ to ‘any person’ .”  
After discussion the Chair ruled that a motion 
presented by Mr. H awley should be voted upon
—  “ That women should be admitted to Pub
lic Business” . After a ballot there were 20 
ayes and 4 noes. Mr. Heading’s Motion was 
defeated, ayes 15  and noes 1 1 .  Ladies were 
admitted to Public Business that same Friday 
(21st February) when Sir Dugald Baird address
ed the Society.

At the first meeting of the 228th Session, 
with Mr. Howard in the Chair, Dr. John 
Bradley proposed and Mr. Heading seconded 
the same Motion that had been defeated the 
previous session. Extensive debate followed. 
Dr. Low was present and spoke of the implic
ations of a Society which might be said to 
discriminate against women while attempting 
to gain a highly desirable site for new premises 
on the University Island Site. Dr. Low said 
that he could not predict the changes this 
departure from tradition would produce — 
they could be radical or go virtually unnoticed. 
After further debate the House divided with 
the result —  ayes 17 , noes 3.

The following week the Motion was passed 
17  to 2, and there were ladies present at the 
Second Private Business that evening. Anna 
Howe was the first lady member to sign the 
Obligation, Frances Marr was the second. 
Miss Marr is now about to graduate, having 
proved a most successful first lady president in 
the Society. Miss Janice Duncan succeeds her 
in office. To both ladies we would wish good 
luck.

•  Our thanks arc due to the honorary edit
orial board, and to Miss Harkins and Mrs. 
Thompson. Their ready advice and aid is a 
great boon in times of stress.
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D I A G N O S T I C  P R O B L E M  
(from page 39)

d i a g n o s i s  variation of m ood and sleep disturbance. H er
T h is  w om an was suffering from  a depressive presenting sym ptom s fitted the diagnostic 

illness o f long standing. It  took som e tim e to com plex and a therapeutic trial o f im ipram ine 
establish any rapport w ith this patient, and she produced a dram atic im provem ent. D epression 
was reluctant to talk about her past history, is an illness w hich presents in m any guises and 
b u t when pressed on the subject o f her its recognition is not in frequently m asked by 
w idow hood of 30 years duration, it transpired the finding (as in this case) o f som e coincident 
that her husband was an alcoholic w ho com- organic disease. I f  a careful h istory elicits 
m itted suicide. She had feelings of gu ilt clear pointers to this condition, a therapeutic 
about this and was a lonely soul w ho adm itted trial o f tricyclic antidepressants is often of 
to feeling low  in spirits w ith som e diurnal value, particularly in elderly patients.

N E W  BLACKW ELL BOOKS
Diseases of the Liver and Biliary System
S h e i l a  S h e r l o c k , M . D., f .r .c . p ., f .r .c . p . e ., f .a .c . p . (Hon). Fourth Edition, 1968. 832 pages, 
288 illustrations (15 colour). £5 5s.

Clinical Gastroenterology
F. A v e r y  J o n e s ,  c .b .e . ,  m .d ., f . r . c . p . ,  J. W. P. G u m m e r ,  m .s . ,  f . r . c . s .  and J. E. L e n n a r d - J o n e s ,  
m .d . , m .r .c .p .  Second Edition, May 1968. 912 pages, 103 illustrations. £6

Clinical Diabetes and its Biochemical Basis
Edited by W. G. O a k l e y , m .d . , f .r .c . p ., D. A. P y k e , m . d ., f .r .c .p ., and K. W. T a y l o r , 
m .b ., p h .d . June 1968. 800 pages, 114 illustrations. £6

Textbook of Dermatology
Edited by A r t h u r  R o o k , m .d ., f .r .c .p ., D. S. W i l k i n s o n , m .d ., f .r .c .p ., and F. J. G. E b l i n g , 
m .s c ., p h .d . 1968. 1998 pages, 949 illustrations. Two volumes in slip case. £21

The Child and his Symptoms : A Comprehensive Approach
J o h n  A p l e y , m .d ., f .r .c .p ., and R o n a l d  M a c  K e i t h , d .m ., f .r .c .p . Second Edition. J u l y  
1968. 308 pages, 2 illustrations. 42s.

Calcium Metabolism and the Bone
P a u l  F o u r m a n , m .d ., d . s c ., f .r .c .p ., and P .  R o y e r , m .d . Second Edition. June 1968. 688 
pages, 65 illustrations. 84s.

Neurological Examination in Clinical Practice
E. R. B i c k e r s t a f f , m .d ., f .r .c . p . Second Edition. June 1968. 380 pages, 86 illustrations.

63s.
B L A C K W E L L  S C I E N T I F I C  P U B L I C A T I O N S

" 5 ALFRED STREET, OXFORD • 9 FORREST ROAD, EDINBURGH '
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BOOK REVIEWS

A Practical Guide To The Care of the In jured by
P. S. London. E. & S. Livingstone. £7 10/-.

M r. L on d o n , w ith  the aid of seven able 
contributors, has recorded in this book the 
experiences of a life tim e ’s w ork in traum at
ology. H e has h im self w ritten  a very large 
part o f this book w hich encom passes a w ide 
range of subjects relating to the injured 
p atient and his specialized treatm ent.

T h e  book is excellently  illustrated and each 
o f its ten chapters provides a lucid and up to 
date exposition of its sub ject fo llow ed  by a 
valuable line of references. P rim arily  o f inter
est to the accident surgeon or experts in other 
fields w ho deal w ith the in jured, its price and 
technical detail exclude it from  the students 
library.

J .D .C .

Treatment of Common Acute Poisonings. Henry 
Matthew and A. A. H. Lawson. E. & S. 
Livingstone Ltd. 1967. 16/-.

A  startling graph at the beginn ing of this 
book indicates the enorm ous rise in poisoning 
eases since the war. A  brief chapter on the 
statistics o f the situation am ply confirm s the 
need for such a specialised un it as the P o ison
ing T reatm en t C en tre , R .I .E .,  w here the 
authors w ork. W ith  this introduction the book 
then covers the id entification of poisons, the 
basic principles of their treatm ent and finally 
a series o f chapters dealing w ith  specialised and 
specific m ethods of treatm ent fo r d ifferent 
substances.

T h e  layout is clear and w ell headed, w ith 
neat illustrations, graphs and tables w here 
needed. T h e re  is an adequate index at the back 
and cross references are included for conven
ience. T h e  statistics alone w ill convince you 
that this is an im portant book to read.

T .K .B .

Basic Anatomy (2nd. Edition) by G. A. G. M itchell 
and E. L. Patterson. E. & S. Livingstone. £5 5/-.

A  book of 550 pages, w h ich  includes in form 
ation on m edical history, evolu tion , anthro
pology, em bryology, h istology, radiology, 
applied  and system atic anatom y and even som e 
forensic aspe cts o f anatom y, clearly cannot 
hope to cover any of these in any depth . W ith , 
how ever, som e 400 plates and diagram s, the 
authors provide a very w ell illustrated basic 
coverage of the subject for students beginning 
their anatom ical excursion and an interesting 
ad ju n ct to sustain them  w hen despairing of 
regional anatom y, provid ing a sound fram e
w ork upon w hich  detailed concepts m ay be 
built.

N o t really for the student w hose sole aspir
ation in this field o f study is to pass the pro
fessional exam ination.

D .M c L .

In troduction To Medical Laboratory Technology
(4th Edition) by F. J. Baker, R. E. Silverton 
and E. D. Luckcock. Butterworth & Co. 62/6.

U nless the m edical student undertakes 
extracurricular laboratory w ork fo r financial or 
educational reasons, the only association that 
he has w ith  laboratory technicians is fleeting 
contact w ith  them  in practical classes or with 
the end product of their work.

It is both unnecessary and indeed m eddle
som e for the student or doctor to involve h im 
self in the routine techniques of laboratory 
investigation , the training fo r w hich  being the 
responsibility  o f the Institu te  of M ed ica l 
Lab orato ry  T ech n o lo gy  for w hose Interm ediate 
E xam in ation  this vo lum e was com piled.

N o t a book for the m edical student but an 
essential text for those anticipating  a career 
in m edical laboratory work.

P .D .B .
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Exercises In  Neurological Diagnosis by J. H. Tyrer 
and J. M. Sutherland. E. & S. Livingstone Ltd. 
42/-.

Th is compact volume is written by two 
Australian physicians who have set out to de
fend Trousseau’s philosophy that “ there are 
no diseases, only sick people” . T h is they do 
by presenting a series of case histories, all in
teresting and some illustrated, of patients 
whom they have seen in their neurological 
clinics. T h e  cases are in random order, and 
at the end of each group of cases or “ clinic” , 
the authors give an analysis of each of the 
clinical problems and discuss the differential 
diagnosis.

T h e  preface to the book provides some 
helpful reminders of the principles of neuro
logical diagnosis and the cases discussed cover 
a wide range of pathologies. T h e book is well 
within the range of the senior clinical student, 
and provides a refreshing method of revision. 
There is a good index and the cross-references 
are accurate. It is unfortunate that the price 
of this book will probably ensure that it is only- 
used as a book of reference by the undergradu
ate.

C .M .R .

Outline Of Fractures (8th Edition) by J. Crawford 
Adams. E. & S. Livingstone. 32/6.

T h e latest edition of Outline of Fractures 
is a useful and compact book which devotes 
considerable print to the general principles of 
the subject, together with sections dealing 
with the individual skeletal regions and the 
specific injuries thereof. A t the end of each 
section the author considerately provides a 
summary of the fracture managements describ
ed therein, a convenient feature for those of us 
too lazy or too pressed for time to fully read 
the text.

T h e book is very well illustrated with in
numerable radiographic plates and with many 
simple and illuminating diagrams. However, 
although the average medical student does not 
have a reputation for high degrees of intellect
ual curiosity, he might find this book rather 
less than stimulating. This is an unfortunate 
but inevitable concomitant of excellent sim
plicity and lack of extraneous detail.

A  good book for those interested only in 
the broadest outline of th e topic, and without 
any desire to explore its profounder aspects.

M .F.O .

Nervous Inhibition. Ed. E. Florey. Pergam on Press.
£5.

Comparative, general and neurophysiologists, 
psychologists and biochemists interested in 
the chemical transmission of nerve impulses 
will find this a most stimulating publication. 
T h e  thirty-one papers collected in this volume 
were presented at the 1 960 International 
Symposium on Nervous Inhibition.

Recognition has been given to the fact that 
states of inhibition or of temporary inexcit
ability produced by nerve cells are as import
ant for the co-ordinated and co-ordinating 
function of the nervous system as are the excit
atory states of central or peripheral neurons 
and of effector cells.

General topics covered include the historical 
development of theories of inhibition, inhib
ition in the mammalian spinal cord, inhibition 
of receptor nerve cells and the nervous inhib
ition of the endocrine systems, but perhaps 
the most important new concept was that of 
presynaptic inhibition.

I have no doubt that this book will prove 
invaluable to those undertaking the honours 
course in Physiology.

C .F .J.G .

Principles Of Gynaecology (3rd. Edition) by T. N.
A. Jeffcoate. B utterw orth & Co. £6 10/-.

This large book of 970 pages contains an 
attractive layout of material which is easy to 
read, with many plates, illustrations and com
ments.

Originally intended for undergraduates it 
now encompasses the realms of postgraduate 
work. However, I found it rewarding to read, 
discovering that it contains chapters on many 
fields that have been attracting attention 
recently such as Genetics, Biochemistry, 
Chemotherapy, Sex, Fam ily Planning and 
Birth Control.
• It  is written in a personal way including, for 
example, details of illustrative cases from the 
author’s experience which exemplify difficul
ties, diagnostic and prognostic, of carcinoma of 
the cervix. In his discussion on causation of 
abnormal uterine action in dysmenorrhoea, 
he gives the several views which have been put 
forward and draws his own conclusions from 
them.

T h e author does not give references, hoping 
to create a desire for the reader to study the 
journals. An expensive book at £6 10/- but 
well worth reading or using for reference.

A .D .D .
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In troduction  To G a s t r o in te s t in a l  Physiology by 
George B. Jerzy Glass. Prentice-H all, Inc. 
74/6.

George Jerzy Glass, Professor of M edicine 
at N ew  York M edical College, in just short of 
200 pages, takes us through every part of the 
G .I. tract, stopping at accessory organs to dis
cuss them in physiological terms.

W ritten in a style which integrates abund
ant illustrations with a text that classifies the 
information but at the same time justifies it 
experimentally, structure and function become 
one and the reader gains the impression of a 
single organ processing food rather than the 
misconception of an apparently unrelated 
scries of organs so often conveyed by physi
ology text-books.

T his is the only book that I have seen 
which adequately bridges that gap between 
general physiology texts and the specialist 
tome that so often daunts those attempting to 
extract relevant data from an ocean of fact.

Special points to recommend are the com
prehensive references after each chapter and 
the catalogue of liver functions which appears 
as an addendum. Expensive at 74/- but an 
excellent grounding for those not specializing 
in this field.

P .D .B .

Techniques In Blood Grouping. Vols. I and II, by 
I. Dunsford and C. C. Bowley. (2nd. Edition). 
Oliver & Boyd Ltd. £5 5 /-.

T h e second edition of this erudite manual of 
blood grouping techniques measures up to the 
international reputation of its predecessor, 
which has become a classic in the subject. It 
is based upon the experience of the authors in 
the Sheffield Regional Centre where the vast 
scale of operations means that many extremely 
rare Rhesus types are encountered.

For general reading students will find the 
first volume of the book to be an excellent 
account of the fundamental principles of blood 
grouping and tissue compatability. T h e  second 
volume describes one hundred and twenty- 
eight practical procedures, the rationale behind 
each technique being included in the text to 
facilitate the exact interpretation of the 
results.

A  useful book for the student to consult 
and an essential in the laboratory of any blood 
grouping centre.

C .F J .G .

Research In Burns. Ed. A. B. Wallace and A. W.
W ilkinson. E. & S. Livingstone. 90/-.

This weighty text-book is a report on the 
proceedings of the second International C on
gress on Research in Burns, which was held in 
Edinburgh in September, 1965, under the 
chairmanship of M r. A. B. W allace.

T h e papers presented and the symposia held 
cover all aspects of the topic most compre
hensively. This congress was held, however, 
two and a half years ago, and one feels that 
some of the material in it may have been 
superseded by more recent work.

I feel that this report, fascinating reading 
that it makes for those with enough time to 
devote themselves to it, will be of most value 
to the postgraduate researching into the topic 
or to those in whose hands the treatment of 
burns patients is.

T o  the undergraduate seeking to have the 
maximum of teaching dogma presented to him 
in the concisest and simplest form, this book 
is of little value. Unless, of course, he has a 
burning enthusiasm for the subject.

M .F .O .

Symptoms A nd Signs In Clinical Medicine (8th. 
Edition) by E. Noble Chamberlain and Colin 
Ogilvie. John W right & Sons Ltd. 55/-.

This is a book which every medical student 
should consult at some time during his clinical 
training, for it outlines in great detail the im
portant symptoms and signs met with in 
practice. All too often one finds that both 
the undergraduate and the graduate wish to 
embark on a series of special investigations in 
order to reach a diagnosis, when careful history 
taking and examination of the patient will 
either provide them with the diagnosis or at 
least take them a long way towards one.

A  great asset of this book is the clear and 
concise way in which the authors have pre
sented their material, making the text easy and 
enjoyable to read. T h e large and comprehen
sive index is also a very' welcome feature.

T h e authors have quite rightly given a short 
account of the history of medicine with 
especial reference to the ways in which careful 
observation of the patient has furthered our 
understanding of the diseases which afflict 
man. I trust that this will be a feature of all 
future editions of their book.

C .J.E .
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Principles of Head and Neck Surgery by H.
Robert Freund. Butterworth & Co. £6 5/-.

Those who specialize in surgery of this 
region and who undertake the arduous task of 
the oral surgeon will find this text invaluable. 
I t  strives to give both undergraduate and post
graduate a knowledge of fundamental prin
ciples and operative technique, and also some 
understanding of the various problems encoun
tered in head and neck surgery.

T h e  text is extremely readable and has the 
clarity we have come to expect of American 
medical books. T he illustrations, however, are 
no more than sketches made during operations 
and the reader will wish to use one of the 
many excellent anatomical atlases devoted to 
this region in conjunction with the text.

T h e  book will be of great interest to those 
students who spend their elective period in 
this surgical speciality and is to be especially 
recommended to those taking their fellowship 
examinations.

C .F .J.G .

Exercise in Neurological Diagnosis. John H. Tyrer 
and John M. Sutherland. E. & S. Livingstone 
Ltd. 1967. 42/-.

This monograph by two Australian neuro
logists makes good reading. T he subject has 
been covered by presenting a series of cases, 
with clinical presentation and discussion, and 
on reading through them there is a gradual and 
reasonably painless gathering of knowledge. 
This process is aided by some large and helpful 
photographs and by clear annotations.

T h e  discussions that attend each section, or 
“clinic”, are written in an easy and informal 
style, but nevertheless explore the relevant data 
with enough thoroughness to satisfy even the 
most rigorous examiner. T h e  authors confess 
to having been much influenced by Lord 
Brain’s teachings, and if that is not recom
mendation enough, then a brief glance 
through the book’s pages will be sufficient to 
entice the student to buy. A contents page 
covering diseases mentioned might, however, 
be a help.

H.P.S.

A SYSTEM OF ORTHOPAEDICS' AND 
FRACTURES—Third Edition
by A. Graham Apley, MB, BS, FRCS.

For its third edition A System of Orthopaedics 
and Fractures has been extensively revised and 
much new work has been incorporated. Illustr
ations have been introduced on a lavish scale. 
M r Apley has not only assembled a noteworthy 
collection of X-rays, photographs and diagrams, 
but by grouping them in composites he has 
enhanced their instructional value.

558 pages. Illustrated £6 6s.

SURGERY OF THE ALIMENTARY 
TRACT
by John H. Garlock, M.D.

D r. John Garlock is one of the world’s foremost 
specialists in surgery of the alimentary tract, 
and in this volume he incorporates the results 
of his vast experience with surgical procedures 
and management. T h e  major emphasis of the 
book is on surgical technique as applied to the 
common lesions of the alimentary tract, and it 
also deals at length with pre- and postoperative 
care.

506 pages. Illustrated £8 4s.

LABOR-CLINICAL EVALUATION AND 
MANAGEMENT
by Emanuel A. Friedman, M.D.

In this book the author presents his own 
method of graphical representation of the stages 
in childbirth. In dealing with these stages he 
interprets the graphical curves, and describes 
the significance in assessing the normal course 
of events and the complications which may 
occur. T h e  book also covers the aetiology, 
therapy and prognosis of such disorders.

412 pages. Illustrated £5 12s. 6d.

BUTTERWORTHS
88 KINGSWAY LO N D O N  W.C.2



DONALD FERRIER LTD.

BAILEY and LOVE’S

SHORT PRACTICE OF SURGERY
revised by A. J. HARDING RAINS and W. MELVILLE CAPPER 

14th Edition (1968) 1270 Pages. 1638 Illus. (266 coloured) 84 /- (post 6 /-)
‘Covers all the needs of the undergraduate, and at the same tim e provides the  postgraduate 
w ith the basic ex tras which specialist tra in ing  and postgraduate exam inations demand.*

RHEUMATIC DISEASES
edited by J . J. R. DUTHIE and W. R. M. ALEXANDER 

Rheumatic Diseases Unit, Northern General Hospital, Edinburgh.
1968 (Pfizer Medical Monograph No. 3) 296 Pages. Illus. 63 /- (post 4/6d)
'A valuable contribution  to cu rren t m edical litera tu re . The th ree  m ain subjects considered are 
rheum atoid arth ritis , systemic lupus erythem atosus and gout.*

CLINICAL PHYSIOLOGY
edited by E. J. M. CAMPBELL, C. J. DICKINSON and J. D. H. SLATER 

3rd Edition (1968) 657 Pages. 54 Figures. 63/- (Post 4/6d)
‘Most of the  chap ters have been re -w ritten , all have been revised and new chap ters have 
been added on im m unological m echanism s and genetics . . .  a book to buy, to read and to consult 
a t frequen t in tervals/

ELEMENTS OF MEDICAL GENETICS
by ALAN E, H. EMERY, M.R.C.P.Ed.

Professor of Human Genetics, University of Edinburgh.
New Book. (1968) 247 Pages. 44 Figs. 35/- (post 2/6d)
‘W ritten prim arily  for the m edical studen t it should also be of use to the practising physician, 
paediatrician, studen t of public health  and o thers.’

The books announced and  reviewed in this journal are also available from our 
M E D IC A L  A N D  S C IE N T IF IC  L E N D I N G  LIBRARY

A ‘guaranteed’ service for books priced up to seven guineas (whilst currently 
in print) is offered to each subscriber. Yearly subscriptions from' 45 /-.

Library Terms sent post free on application.
Special REDUCED TERMS for UNDERGRADUATES, HOSPITALS and 

UNIVERSITY LIBRARIES.

Diseases of the Liver and Biliary System
by SHEILA SHERLOCK

4th Edition (1968) 809 Pages. 288 Figs. 105/- (post 4/6d)
‘This edition has been com pletely revised and reorganised. There are 96 new figures and a t least 
1,000 im portan t new  references from  the  world lite ra tu re .’

DISEASES OF CHILDREN
by HUGH JOLLY

2nd Edition (1968) 752 Pages. 141 Figures. 63 /- (post 4/6d)
’The tex t has been extensively revised. Two new chapters have been added and each 
chapter has its own bibliography. T hirty  new illustrations have been added.'

Applied Pharmacology
by A. WILSON and H. O. SCHILD.

10th Edition (1968) 721 Pages. 216 Illus. (Paper) 60 /- (post 4/6); (Cloth) 80 /- (post 4/6) 
‘Com pletely revised and rearranged — a new chap ter added — m any new illustrations. This 
new  edition will be w arm ly welcom ed.’

TEXTROOK OF SURGERY
edited by D. A. MACFARLANE and L. P. THOMAS 

2nd Edition (1968) 784 Pages. 395 Illus. 60 /- (p o st 4/6d)
‘The new edition has been thoroughly revised and is a m ust for every student p reparing  for 
final examinations.*
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