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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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were given a second injection of one vial of Triplopen.
Further penicillin was given to only five patients, who received
another injection of Triplopen on the fifth day.

Follow-up of the 82 outpatients was difficult. Many felt
so much better that they were reluctant to return to hospital.
However, 65 appeared to have done well. Follow-up x-ray
examination at the twenty-sixth day showed resolution in 24,
and the remainder were not x-rayed but on a medical social
worker's follow-up were noted to be well. Five patients
could not be traced. The result of treatment was unsatis-
factory in 12 patients, in seven of whom resolution was
delayed, and in three there was radiographic evidence of pul-
monary complications. Two died. There were five deaths
among the 18 patients treated in hospital. The higher mor-
tality in this group goes some way to justify the criteria used
in its selection.
No bacteriological data were given in this study, but

penicillin-sensitive pneumococci are the organisms found
much the most frequently in lobar pneumonia. Sibellas sug-
gests that the penicillin regimen might be acceptable for use
wherever doctors have to treat lobar pneumonia on an out-
patient basis. Conventional methods of treatment of disease
may require modification to suit the special needs of
communities with shortage of medical facilities. Lobar
pneumonia in tropical Africa is only one example of such a
situation. More research is needed into the practical prob-
lems of treatment in areas where doctors and hospitals are
scarce and likely to stay so.

Risk of Congenital Dislocated Hip
The routine examination of any infant or young child in the
first year or two must include a rough developmental
assessment, measurement of the maximum head circumference,
a screening-test for hearing (at least after the age of 3 or 4
months), inspection of the back for congenital dermal sinus,
urine testing for phenylketonuria, and examination of the hip
for subluxation. This applies to the examination of a child in
a welfare clinic, home, or hospital, inpatient or outpatient.
Though all children in this age group should be so checked,
the concept of the child " at risk " of certain defects, such as
mental subnormality, cerebral palsy, blindness, deafness, or
subluxation of the hip, is a useful one, because it invites one
to be extra careful in examining him.

In clinical medicine it is never possible to draw the line
between normal and abnormal. And in the examination of
the hip in a busy clinic the physician soon discovers that a
click in the hip of a newborn baby is not necessarily abnormal,
that the degree of abduction of the hip joint varies con-
siderably, and that asymmetrical thigh folds are common.
K. Palmen' found asymmetrical folds in 33% of 500 newborn
babies. The knowledge that the child is " at risk " of hip
trouble should encourage special care when the signs are
uncertain. It may be wise to x-ray the baby if the doubt is
sufficiently great, or at least to see him again in a month if
the index of suspicion is less. A child with a range of abduc-
tion which is less than usual, but not much so, should be
x-rayed if he is regarded as being at risk, while in another
case a decision simply to see the child again would be
appropriate.

The "risk" factors for dislocation of the hip (whether
congenital or acquired) include a family history of hip
dislocation, the female sex, a history of breech delivery,
cerebral palsy of the spastic type, severe hypotonia from any
cause, and certain congenital deformities such as bilateral
talipes (in the girl), arthrogryposis, general laxity of joints,
and chondro-osteodystrophy. Geographical variation is also
known, the condition being unduly common in northern Italy,
for example.

Ambroise Pare noted the hereditary nature of the condition
in 1678. C. 0. Carter,2 reviewing the genetic aspect, wrote
that dislocation was found in 40% of the monozygous twins
of affected patients but in only 30/,0 of dizygous cotwins.
Five per cent. of sisters and 1% of brothers of an index case
were shown to be affected. Other workers have found that if
one child is affected the risk of a sibling being affected is
somewhere between one in six and one in twenty. Dislocated
hips are more common in girls than in boys. In Great Britain
the incidence of dislocation is 1.2 per 1,000 girls and 0.2 per
1,000 boys.3 The condition is ten times commoner in a
breech delivery than in a vertex delivery, and commoner also
after therapeutic version of a breech. This may be related
to stretching of the joint capsule in utero, or to other postural
factors. Of Palmen's 70 cases1 11% had had breech
delivery.
The hip of a severely spastic child is likely to dislocate

if this is not prevented by treatment. Everyone caring for
spastic children should constantly bear this in mind, for
dislocation should never be allowed to occur in these patients.
It may be found at birth, or occur later, in any child with severe
hypotonia, such as amyotonia congenital or meningomyelocele.
About a third of survivors of spina bifida with meningomyelo-
cele have subluxation or dislocation of the hip.4 About half
of all girls with bilateral talipes have a dislocated hip, and
arthrogryposis is usually associated with it. General laxity
of the joints should always arouse suspicion, especially in boys
This has been ascribed to hormonal factors in pregnancy,
though it is probable that other factors also operate. It is
important to note that lateness in walking is not a manifesta-
tion of congenital dislocation of the hip. The usual causes
of lateness in walking are familial (a family history of latt
walking is common), mental subnormality, hypotonia of any
cause, or hypertonia (cerebral palsy), but not dislocation of
the hip.
The method of diagnosis with the elicitation of the " click

in the newborn period has been well described by W. J. W.
Sharrard,' and the Ministry of Health has recently produced
a memorandum on diagnosis.7 After four or five weeks any
limitation of abduction of the hip joint, especially if the
degree of abduction is asymmetrical, should alert the physician
to the diagnosis, and if the baby is considered to be at risk an
x-ray photograph should be taken or an orthopaedic opinion
obtained. At the very least the child should be re-examined
in, say, a month. Thus one important cause of osteoarthritis
of the hip in adults can be prevented by proper examination
of the infant.
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