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the newborn male population. Jacobs and her colleagues also
found that XYY males are unusually tall, and, using height
as a marker, Casey and his colleagues7 have confirmed the
findings at Carstairs from a study on men at Moss Side,
Rampton, and Broadmoor. In fact it is fair to suggest that
any prisoner who is over 6 ft. (1.8 m.) in height and has been
a patient in one of these institutions has about one chance in
four of having an XYY sex-chromosome complement.
W. H. Price and his colleagues8 have found that the

delinquent males with an XYY complement have no
abnormality of physical development, but a more recent study
by Price and P. B. Whatmore' has shown that the XYY male
has a seriously defective personality. Thus, by comparison
with XY males in the same institution who are also psycho-
paths of undetermined cause, the XYY male is convicted on
average at an earlier age (13 years against 18 years) and his
offences are mainly against property, whereas a greater pro-
portion of XY men had been convicted of crimes against the
person. Furthermore, the sibs of the XYY males were
practically free from crime, whereas this was far from true of
the sibs of the controls.

Perhaps these findings may provide a clue to the genetics
of at least some forms of aberrant human behaviour. At a
more immediate level the discovery of the high frequency of
XYY males among mentally disturbed criminals holds out the
hope that more appropriate treatment may follow more exact
diagnosis.

Residency Education
The report of a conference' on education for hospital resident
staff, sponsored by the Royal College of Physicians and
Surgeons of Canada, has lessons of relevance to the British
schemes of postgraduate education.

Residency training in Canada is carried out in a clinical
teaching unit which the conference defines as a hospital or
designated hospital area providing residency training under
the auspices of a university faculty of medicine. The
objectives of the clinical teaching unit are " to provide the
setting for specialized training of physicians in the applica-
tion of existing knowledge, and acquisition of new knowledge
which pertains to the recognition, treatment and prevention
of disease." According to the report a fine balance must be
achieved between education, service, and research aspects of
the programme. First and foremost, residency training must
be an educational experience evolving from the undergraduate
and internist (preregistration) periods, preparing the physi-
cian for a specific professional role rather than an examina-
ion.
For several years in Canada the Royal College has

sponsored a direct, on-site inspection of training programmes
carried out by experienced assessors, who approve new pro-
grammes and review all approved schemes. In Great Britain
the Royal College of Physicians plans that all consultant
training appointments after a certain date will be in approved
hospitals,2 while in obstetrics and gynaecology and in surgery
such approval schemes are already under way. It would seem
desirable that approval should be offered to individual
training programmes rather than to hospitals as a whole in
order to stimulate the development of effective training
schemes.
The tendency for educational objectives to be swamped by

services to patients has to be resisted. The conference
C

stresses that the principal objective in the provision of these
services is to set an exemplary standard, to pioneer new
approaches, and to make available to the community the by-
products of scientific research.
An active programme of scientific research is needed ill

the clinical teaching unit both for its undisputed educational
benefit and to encourage the training of clinical scientists
To this end the unit inust be closely affiliated to a university
The value of research in consultant training is being increas-
ingly realized in Britain, where rotating senior registrar posts
often offer opportunities for a year in research.
The conference recommends that three broad categories o!

training should be encouraged in the clinical teaching unit-
for the family physician, for the specialist-consultant, and fo.
the clinical scientist. The training programme for the family
physician differs little from the vocational training schemes
for general practice recommended by the B.M.A.3 and th(
College of General Practitioners." Selection of candidates
for specialist training in Canada is largely determined by the
head of the individual training programme, without an)
formal examination. In Britain suitability for specialist
training is recognized by completion of the M.R.C.P. and
F.R.C.S. examinations after a period of general study. Lack
of supervision in the choice of appointments is a failing both
in this country and in Canada. Completion of specialist
training in Canada is marked by the Fellowship or Certificate
examinations, the former demanding somewhat higher
standards of achievement, especially in basic scientific and
theoretical knowledge. In Britain completion of specialist
training is recognized only when a consultant post is obtained,
a state of affairs which penalizes trainees in specialties with
fewer consultant vacancies, who may have to wait several
years after completing their training before achieving adequate
status. Some sort of evaluation of professional competence
is needed, but the stultifying effect of a further formal exami-
nation must be avoided. Individual assessment throughout
the period of training might be more suitable.
The conference recommends that the training of clinical

scientists should be restricted to individuals of high academic
qualifications who plan to pursue a career in teaching and
research. Preparation for this career will require thorough
study of both the clinical and scientific aspects of medicin
over a period of six to eight years. The clinical experience
should be adequate for specialty qualification and the
scientific training equivalent to a doctorate. This rigorous
type of programme for the clinical scientist has long beer
practised in the United States, but has been badly neglected
in Britain. Its adoption here would help to repair the
deficiency of professional clinical scientists, which our gifted
amateurs cannot continue to make up. The conference makes
the common assumption that teaching and research abilities
go hand in hand. While this may occasionally be true, ofte,.
the clinical scientist has no aptitude or inclination for teach-
ing, and this is reflected in the boredom and frustration o,
his students. Training, recognition, and adequate status arc
still needed for the gifted teacher. Unfortunately the future
outlook for the clinical scientist and teacher in Britain h:ih
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been seriously jeopardized by the Government's discrimina-
tion against clinical teachers.5 Failure to reverse this decision
will certainly interfere with the expansion of medical schools
and the development of postgraduate training programmes.

Mastership in Clinical Biochemistry
Clinical biochemistry today covers a wide range of chemical
-stimations carried out on material from patients. It
frequently involves some direct contact with the patient, either
for consultation or for the performance of certain tests, and
should properly include teaching and research in the subject.
.t constitutes one of the four main branches of pathology, and
i clear separation from the other branches was recognized by
,he Goodenough committee in 1944. In its report the term
chemical pathology " was used, and the term is still more

usual for departments run by medical graduates. However,
there is no real distinction in Great Britain between " chemical
pathology " and " clinical biochemistry." Work of this kind
is carried out partly by medical and partly by science gradu-
ates, assisted by technicians and by increasing amounts of
semi-automatic apparatus.
The need for an acceptable higher qualification in the

subject has been increasingly recognized during the last decade.
Until recently the medical graduates usually had to be content
with the M.D. degree, while science graduates might have such
qualifications as Ph.D. or the diploma in clinical chemistry
or the fellowship of the Royal Institute of Chemistry
(F.R.I.C.). In 1964 the recently established College of
Pathologists instituted their examination for the membership
of the College (M.C.Path.), which can be taken in chemical
pathology. While a few very senior science graduates have
been granted exemption from this examination, it is not
generally open to such persons because the preliminary
_xamination has to be taken in two pathological subjects.
These considerations have encouraged the search for an
.)ypropriate qualification which would be equally available
c.ther to medical or to scientific candidates. On the initiative

f Sir Charles Dodds and Professor H. J. Emeleus, then
Presidents of the Royal College of Physicians and the Royal
Institute of Chemistry respectively, and the Association of
Clinical Biochemists and the College of Pathologists a joint
omnmittee' was set up and later a joint examinations board2
mntaining two representatives from each body. This board

.Let recently and approved the regulations for the new M.C.B.
'ualification. The first examination is expected to be held
n July 1967.
Entry to the examination, which is in two parts, is limited

ro science graduates or those holding a registered medical
qualification who are actually working as clinical biochemists
or chemical pathologists under appropriate supervision. The
first part, which may be taken after a minimum of three
vears' experience in the subject, consists of three papers and
l 3-1-day practical examination. The three papers will

deal respectively with general biochemistry, clinical chemistry,
and analytical chemistry, and will include matters of organi-
zation and interpretation as well as purely technical material.
The second part consists of a final oral examination, which
may be taken after a total of five years' experience in the
subject. No exemptions from the examination are contem-
plated, but it may be noted that holders of the qualification
will be exempted from the preliminary examination of the
College of Pathologists, thus providing an avenue of approach
for chemists to the College examination in chemical pathology.
The present diploma in clinical chemistry of the Royal
Institute of Chemistry will disappear with the advent of the
new qualification. The standard of the M.C.B. is intended
to be high and to guarantee that the holder of the qualification
is a suitable person for appointment to a senior post in a
hospital biochemical laboratory.
Though it may be thought that the M.C.B. will appeal

more to science than to medical graduates, in the event this
may not prove to be so, offering as it does a good qualifica-
tion in a specialized subject. Certainly it will constitute an
important addition to the present qualifications available for
hospital biochemists and may become in time the usual
preliminary to promotion to the higher grades.

Members: Sir Charles Dodds (chairman), Dr. E. N. Allott, Professor
J. N. Davidson, Professor H. J. Emelkus, Professor N. H. Martin,
Dr. R. E. Parker, Dr. K. Robson, Mr. Harold Varley, Professor
I. D. P. Wootton.

Present composition: Sir Charles Dodds, Professor N. F. Maclagan
(Royal College of Physicians); Dr. E. N. Allott, Professor N. H.
Mardin (College of Pathoiogists); Dr. R. Gaddie, Professor A. Latner
(Association of Clinical Biochemists); Professor I. D. P. Wootton,
Professor L. Young (Royal Institute of Chemistry). Inquiries should
be addressed to the Examinations Department, Royal Institute of
Chemistry, 30 Russell Square, London W.C.l.

Lobar Pneumonia in Africa
There has been a striking change in the prevalence of bacterial
pneumonia since the introduction of antibacterial drugs. In
hospital practice in Britain pneumonia is now a disease of
the very young, the elderly, and of patients with chronic
cardiorespiratory disease.' Pneumococcal lobar pneumonia
in an otherwise healthy adult is a rarity.

In tropical Africa lobar pneumonia is still a common and
serious disease. Few of the patients can be treated in hospital
because of the shortage of beds, and two problems arise.
What criteria should be used to select the most gravely ill
patients for inpatient care ? Is there a treatment regimen
which is effective, economical, and practical for outpatients ?
A contribution to the solution of these problems has been

made by AM. Sibellas,' who studied 100 patients with radio-
graphically confirmed lobar pneumonia seen during a 20-week
period in the general outpatient clinic of the University
College Hospital, Ibadan, in Nigeria. The study was confined
to patients between the ages of 10 and 55 years. Eighteen
patients were treated in hospital. The criteria for selec-
tion included suspected meningitis, severe jaundice, severe
toxaemia, pericarditis, pleural effusion, pulmonary collapse,
and the presence of other disease. The remaining 82 patients
were treated with penicillin injections as outpatients because
of shortage of hospital beds. A combination of crystalline
penicillin with long-acting penicillins was used in an attempt
to reduce the number of injections required, so saving the
patient unnecessary journeys to hospital and economizing in
the use of nursing staff. Each patient received an intra-
muscular injection of crystalline penicillin, one million units,
and one vial of Triplopen (benethamine penicillin 500,000
units, procaine penicillin 250,000 units, and sodium penicillin
500,000 units). Three days later the patients returned and
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