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doing what comes naturallyl These changed attitudes have
not been achieved without resistance, but they have now
become general among teachers and examiners, and it is
common practice, for example, for them' to submit them-
selves to the multiple-choice papers which they have designed
for their students.
The World Health Organization has just issued a valuable

booklet' in which Professor J. Charvat (Czechoslovakia),
Miss C. McGuire (U.S.A.), and Dr. V. Parsons (United
Kingdom) provide an analysis of the new procedures for the
evaluation of student performance. Though their review is
limited to European and North American practice, they
recognize early in their discussion that in formulating the
range of qualities that have to be assessed it is necessary
to define the professional responsibilities of the physician
in the light of the health needs and the organization of the
health services in his geographic area. They answer, in
factual detail, the question what sort of a doctor we wish
to make, and then provide an illustrative list of the physi-
cian's requirements-cognitive, psychomotor, and affective-
before they discuss how the student's progress towards these
targets should be tested. They give many thoughtful examples
of the devising of appropriate " test situations." Particularly
interesting is their discussion of the " simulation technique,"
which is an attempt to assess the student's capacity for making
decisions and managing patients. So far as is possible the
cases, the situations, and the criteria for judging the candi-
dates' competence are standardized. A check-list is provided
for the examiner in a clinical examination which should
improve the reliability of his grading, make the student aware
of his progress, and keep the faculty committees informed.
The shortcomings of the present examination systems in

common use in Europe and North America are discussed,
and suggestions are made for drawing more on departments
of education in the training of medical examiners. Finally,
the examinatien practices in Canada, Czechoslovakia,
France, the U.S.S.R., the United Kingdom, and the U.S.A.
are given in detail. There are many other subjects of great
importance to medical schools, such as the selection of
medical students, which are reviewed in this timely survey.
The General Medical Council will soon be seeking the
reactions of licensing authorities to its Recommendations on
Basic Medical Education, issued in 1967.2 The W.H.O.
review now gives the medical schools an opportunity of judg-
ing their present endeavours in the light of world-wide
achievements in medical education.

Tuberculosis of the Mouth
Though oral tuberculosis was always an uncommon condition,
cases continue to be reported., The patient usually presents
with a lesion of the oral mucous membrane secondary to
advanced pulmonary tuberculosis. Primary tuberculosis of
the oral mucosa and tonsils and lupus vulgaris of the mouth
are now very rare. Before antituberculous chemotherapy was
available oral lesions were found in 0.2% cases of pulmonary
tuberculosis.2 Necropsy studies on patients dying of pul-
monary tuberculosis showed oral lesions in 20% cases, but it

is unlikely that many could be detected clinically.3 Between
1947 and 1960 only 21 cases were reported from Great
Britain and the United States.2
The condition usually occurs in males over 45 years of age

with extensive pulmonary tuberculosis. Intact oral mucosa is
resistant to invasion by Mycobacterium tuberculosis, and
saliva probably has an inhibitory effect, but breaches in the
mucosa such as minor aphthous ulceration give access to
organisms in the sputum. Ulceration of the tongue, which
is usually extremely painful, is the commonest lesion, but
lips and palate can be affected. Granulomata and diffuse
glossitis occur rarely. The ulcers can resemble carcinoma,
which is a far commoner condition, or periadenitis mucosa
necrotica recurrens, Wegener's granulomatosis, or syphilis.'
For all but the most transient ulceration of the mouth micro-
scopical examination of a biopsy specimen is essential and a
chest radiograph is helpful.

Secondary tuberculosis of the bone round the teeth also
occurs, the lesions being similar to those of nonspecific infec-
tions such as periapical granulomata or abscesses. Tootht
extraction commonly leads to persistent infection or prolifera-
tion of granulation tissue in the socket.2 Biopsy of the lesion
and a chest radiograph are usually required for the diagnosis.

Prognosis of secondary oral tuberculosis was previously
poor because of the associated severe pulmonary disease, but
now results with chemotherapy are excellent and the ulcers
heal within three weeks.'

1 Knight, R. K., and Lehner, T., Guy's Hosp. Rep., 1968, 117, 63.
' Cawson, R. A., Brit. 7. Dis. Chest, 1960, 54, 40.
' Katz, H. L., Quart Bull. Sea View Hosp., 1941, 6, 239.

Transient Synovitis of the Hip
When tuberculosis was common the onset of a painful limp
with stiffness of the hip in a young child was properly
regarded with deep suspicion, and led to immediate admission
to hospital. This tradition still influences our practice,
though tuberculous arthritis is now a rarity in Britain. Today
the irritable hip of childhood may'almost always be attributed
to a simple, transient synovitis. The clinical picture is so
consistent that transient synovitis of the hip is regarded by
J. A. Adams' as a definite clinical entity. Slightly more
common in boys, it occurs throughout childhood, but most
often between the ages of 5 and 10. The pain in the hip may
radiate to the thigh or knee; there are a limp and moderate
limitation of hip movements with protective muscle spasm,
though local tenderness is usually only slight. Radiographs
are normal or show only soft-tissue swelling. The patient
has a normal or slightly raised temperature and erythrocyte
sedimentation rate and a normal white blood cell count.
Sterile clear or slightly cloudy fluid may be aspirated from
the hip joint, and a non-specific synovitis is found on biopsy.
The symptoms rapidly subside with a few days' rest in bed,
though in a few patients the inflammation persists for weeks
or occasionally months.
By definition these cases comprise' those with inflammation

of the hip joint with the one common factor of no identifiable
cause. The aetiology is not necessarily the same in each.

1 Adams, J. A., 7. Bone yt. Surg., 1963, 45B, 471.
2 Miller, 0. L., 7. Amer. med. Ass., 1931, 96, 575.
3 Butler, R. W., Brit. med. 7., 1933, 1, 951.
' Edwards, E. G., 7. Amer. med. Ass., 1952, 148, 30.
5 Blockey, N. J., and Porter, B. B., Brit. med. 7., 1968, 4, 557.
' de Valderrama, J. A. F., 7. Bone 'yt. Surg., 1963, 45B, 462.
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0. L. Miller2 and R. W. Butler3 have both suggested a low-
grade' infection of the joint or adjacent bone. This is some-
times strongly suggested by circumstantial evidence, particu-
larly in the more persistent or recurrent cases. E. G.
Edwards's4 suggestion of an allergic hypersensitivity reaction
may account for some of the more transient examples. In a
recent issue of the British Medical fournal N. J. Blockey and
B. B. Porter' reported negative results from a methodical
search for evidence of a viral infection. They concluded that
trauma, including internal derangements of the hip, probably
remains the most frequent explanation.

The differential diagnosis of transient synovitis is still
primarily from a joint infection, but includes osteomyelitis of
the upper end of the femur, rheumatic fever, haemarthrosis,
and Perthes's disease. The diagnosis depends on obtaining
normal results from x-ray and other investigations. A
hegative skin test for tuberculosis may be helpful, while the
joint should be aspirated if there is any possibility of a
suppurative arthritis. The characteristic response to bed rest
is not itself diagnostic, as synovitis from other causes such as
Perthes's disease or even tuberculosis may respond initially in
the same way. The onset of Perthes's disease must be
excluded by subsequent observation for at least three months,
and further radiographs should be taken if there are persistent
symptoms or signs.
Though complete recovery is the rule, J. A. F. de

Valderrama6 showed that occasionally coxa magna and osteo-
arthritis developed later, particularly when the condition had
occurred in older children and had been of the persistent type.
The child presenting with an irritable hip should certainly

be investigated straight away to exclude more serious disease.
Nevertheless, when the results of investigation6 are normal,
much needless distress can be avoided if admission to hospital
is not invariably urged, and a cautiously optimistic prognosis
is given promptly.

Spontaneous Rupture of the
Oesophagus

Delay in the diagnosis of spontaneous rupture of the
oesophagus leads to a serious increase in the mortality rate.
Indeed, before 1946 there were, no recorded survivors. In
that year N. R. Barrett' reviewed the condition and suggested
that, provided an early diagnosis was made, there seemed no
reason why recovery should not follow surgical repair. Soon
after this he confirmed his suggestion by reporting the
successful treatment of such a patient.2

Apart from a knowledge of the clinical presentation, prob-
,ably the most important factor in early diagnosis is to tink
of it. The rupture usually follows an episode of forceful

vomiting-though occasionally rupture was apparently truly
spontaneous and occurred in sleep.3 The most likely
explanation of the rupture is that the cricopharyngeus fails to
relax during vomiting, and the sudden rise in intraluminal
pressure splits the oesophagus at its point of least support-
that is, the left side of the lower third.1 It is interesting to
note that with increasing age the oesophagus tends to move
forwards and to the left as the aorta becomes more tortuous.
This region has been confirmedl to be the weakest point by
injection of contrast medium under high pressure into the
oesophagus in cadavers.4
The patient experiences severe pain in the upper abdomen

or chest. It is often associated with breathlessness, which may
be extreme if rupture into the left pleural space has occurred.

Physical examination may show surgical emphysema in the
neck; this is often only slight and is easily overlooked. The
patient is usually shocked, cyanosed, and breathless. Symp-
toms are specially severe if rupture has been into the left
pleura, when the signs of a left hydropneumothorax will be
present. Abdominal examination usually shows boardlike
rigidity, maximal in the epigastrium, and most reported
series contain at least one patient who underwent a lapar-
otomy for suspected perforated peptic ulcer.

Careful radiological examination is of great help. The
absence of free gas under *the diaphragm in a suspected
perforation should arouse the clinician's suspicions. Initially-
air from the lumen of the oesophagus spreads under the
mediastinal and diaphragmatic pleura, giving rise to a V-
shaped shadow5 8 best seen in a radiologically penetrated view
of the heart. If rupture into the left pleural space has
occurred, a hydropneumothorax will be apparent on the chest
films. Radiographs taken after sodium diatrizoate (Gastro-
grafin) given orally or injected through a nasal tube may help
to confirm the exact site of the leak, as occasionally this is
not the lower third.

Once the diagnosis is made, surgical repair should be
carried out as soon as possible. If there is severe respiratory
distress from hydropneumothorax, the prompt insertion of a
chest drain under local anaesthesia may dramatically improve
the patient's condition before operation.

Provided thoracotomy is done early, the split is usually
found to be straight and clean, as though cut by a knife. It
may be repaired in one or two layers and a chest drain is
placed in the left pleural cavity. The insertion of a
gastrostomy tube is useful initially to allow gastric suction and
subsequently to allow feeding. A Gastrografin swallow on the
fifth day will confirm that the repair is sound before feeding
by mouth is begun.

l Barrett, N. R., Thorax, 1946, 1, 48.
2 Barrett, N. R., Brit. 7. Surg., 1947, 35, 216.
3 Clark, D. H., and Tankel, H. I., Gut, 1964, 5, 86.
4 B6di, T., Fanger, H., and Forsythe, T., Ann. intern. Med., 1954, 41,

553.
^ Naclerio, E. A., Amer. 7. Surg., 1957, 93, 291.
' Toghill, P. J., MacGuire, C. F., and Raut, P. S., Postgrad. med. 7.,

1968, 44, 504.
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