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while the profession makes up its mind about the report its
authors should be thanked for producing a well-argued
document and unanimous conclusions.

I British Medical Journal Supplement, 1970, 1, 51.
2 British Medical Journal Supplement, 1970, 2, 111.
3 British Medical Journal Supplement, 1969, 4, 5.
4 British Medical Journal Supplement, 1969, 4, 11.
5 Royal Commission on Medical Education, 1965-8, Report, Cmnd. 3569.

London, H.M.S.O., 1968.

Osteoporosis
Though there have been many attempts at definition,
osteoporosis is generally accepted to be a condition in which
the volume of bone tissue per unit volume of anatomical bone
is reduced. Credit for drawing attention to the clinical
importance of the disorder goes to Fuller Albright.' It is
also generally agreed that the loss of bone associated with
ageing is an important factor leading to atrophy ofthe skeleton.
This loss has been calculated by measurements of bone
density2-4 and by measurements of the width or area of the
cortex of selected bones.4 5 Women are affected more than
men, for they lose bone at an earlier age and at a faster rate.
Superimposed on this physiological osteoporosis, or normal
reduction in bone mass with age, many believe that there
is an additional loss of bone, making the clinical syndrome
of oesteoporosis, characterized by collapsed vertebral bodies
and liability to fracture. Thus people who have the clinical
syndrome have lost excessive amounts of bone.
An alternative view has been proposed by H. F. Newton-

John and D. B. Morgan6 that loss of bone with age can
alone account for the clinical syndrome. They showed by an
analysis of data on the cortical thickness of the second meta-
carpal that loss of bone is linear with respect to age after
45 in women. On this view the amount of bone a person has
at any moment of time depends on his age and his bone mass
at maturity. S. M. Gamn and his colleagues4 have also shown
that all persons lose bone with age after maturity. Hence they
have argued that the best natural protection against the
sequelae of bone loss with age is a large skeletal mass in early
adult life.
At page 571 of this issue of the B.M.J. Professor B. E. C.

Nordin has shown that the rate of lower forearm fracture in
women can be correlated with the bone density at the wrist,
which falls by about 30% in the 15 years following the
menopause, and that the prevalence of femoral neck fractures
occurring at a somewhat later age in both men and women
can be related to the mean thickness of the metacarpal cortex.
These observations confirm those of Newton-John and
Morgan that the rise in fracture rate on the average corres-
ponds with the fall in the amount of bone below a critical
level. But it has not been possible7 to relate the incidence of
crush fractures of the vertebral bodies to the amount of bone
in the peripheral skeleton, though those patients with the
crush fracture syndrome usually have amounts below the
mean normal values for their age. There is some evidence that
the crush fracture syndrome is a consequence of a severe
degree of osteoporosis in the spine but not necessarily in the
peripheral skeleton.8 If osteoporosis is related to calcium
homeostasis,9 10 Nordin argues that trabecular bone, with
its larger ratio of surface area to volume than cortical bone,
would be expected to be mobilized preferentially in response
to the calcium demands of the body and that the vertebral

bodies would be particularly vulnerable, as they consist
largely of trabecular bone.
As to aetiology, no longer is the limited view held that

osteoporosis is due exclusively to the effect of anabolic-
antianabolic hormonal imbalance. There is clear evidence of
multiple causes"1-hormonal, nutritional, physical, and cir-
culatory-which influence the rate of bone loss or of bone
formation. Nor is it now believed that simple dietary
deficiency of calcium is related to osteoporosis, for intakes as
high as 1,500 mg per day are not protective against bone loss
nor are intakes as low as 300 mg per day associated with
increased loss.4 Nordin shows that the fasting urinary calcium
of women past the menopause is raised and that the overnight
or early morning excretion of calcium exceeds the amount
that can be stored during the day. The increased bone
resorption in the fasting state is attributed to the loss of the
protective action of oestrogens against the parathyroid
hormone and supports the view of R. P. Heaney'0 that the
negative calcium balance results from increased sensitivity
of end-organs to this hormone. A further factor in senile
osteoporosis may be a fall in calcium absorption,12 which
occurs in normal men and women after the age of about 70.
This is attributed to simple deficiency of vitamin D, and the
correction of the deficiency promotes the absorption of
calcium. Dietary surveys indicate that vitamin D deficiency
is not uncommon in the elderly, especially in the housebound,
and usually it is not detected until severe enough to cause
osteomalacia.13-15
To assess the extent of osteoporosis in an individual some

knowledge is needed of the limits of normality. They are best
determined from samples of the population grouped by age.
A. N. Exton-Smith and his colleagues16 have constructed
graphs whereby the skeletal status of an individual can be
compared with others of the same age and sex. So far, few
longitudinal studies have been conducted, but P. Adams and
his co-workers'7 have recently assessed the effects of ageing
on bone by measuring the cortical thickness of the second
metacarpal and repeating the observations after an interval
of 11 years in a random sample of the population aged 55-64
at the beginning of the study. They found that most, but not
all, people lost bone. Their findings are in conflict with those
of Garn and others,4 5 who reported that bone is always lost.
C. E. Dent and L. Watson'8 believe that loss of bone in
osteoporosis is episodic and the process self-limiting. Indeed,
loss of bone after the menopause and after gastrectomy may
be rapid, later to be followed by a steady state at a lower level.
Measurement of the mineral content of bone by the Sorenson
and Cameron photon absorption method'9 is giving promising
results and may prove to be especially valuable in longitudinal
studies.

Treatment of the established syndrome of osteoporosis is
unsatisfactory, and it is important to recognize the disorder
before fractures occur. The appearance of the "dowager's
hump," due to collapse of mid-thoracic vertebrae, and a
transverse band of keratinized skin across the abdomen as the
costal margins approximate to the iliac crests are late signs.
G. D. Whedon" has drawn attention to spasm of paravertebral
muscles and associated pain as early symptoms preceding
obvious changes in the spine. In prevention, the acquisition
of a large bone mass in childhood with the help of a good diet
might help. In fact, because the health and nutrition of
children is now better than it used to be the present generation
may suffer from less osteoporosis when they become old.
The increased loss of bone in women after the menopause can
possibly be prevented by oestrogen replacement therapy,20 21
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but in practice this treatment must still be regarded as
debatable.22 23 Whether increased intakes of vitamin D will
prevent skeletal rarefaction in old age has yet to be determined,
but an intake of 100 IU a day is certainly desirable.24 When
the clinical syndrome has developed, with attacks of acute
pain associated with spontaneous vertebral collapse in the
dorsolumbar region, immobilization in bed or with a spinal
brace is harmful. An elasticized dorsolumbar corset can
relieve pain; graduated spinal exercises can improve muscle
power; and balancing exercises can reduce the risk of falls
leading to fracture.
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Schatzki's Ring
Lower oesophageal ring is an unusual condition which presents
clinically as occasional episodes of aphagia, often after the
patient attempts to swallow an unusually large unchewed
bolus.' 2 This feature has earned it the title of the steakhouse
syndrome. Over some years the patient may develop persistent
and progressive dysphagia, first for solids and then for semi-
solids and liquids.
The oesophageal obstruction is caused by a concentric

narrowing of the lumen just above the diaphragm. The
narrowing may slowly progress, but dysphagia rarely develops
until the lumen is less than 20 mm.' The narrowing is caused
by submucosal fibrosis. The overlying mucosa in intact and
the underlying muscle is normal. A hiatus hernia is usually
present. A study of the pathology of 14 resected specimens3
showed the mucosa above the ring to be squamous-celled and
that below it to be columnar-celled. Fibrosis and chronic
inflammatory changes were present in the submucosa. It has
been suggested that the ring develops as kissing ulcers
(secondary to reflux oesophagitis) become adherent and draw
out the mucosa.4

In some patients the ring is possibly congenital, for the
history may date back to early life and other congenital
abnormalities such as epiphrenic diverticulum may be associ-
ated with it. A mid-oesophageal ring has been reported in a
child of 3 weeks.5 In a report of 7 patients there was no
hiatus hernia in 4 and the ring was proximal to the usual
site; in one it was 4 inches above the hiatus.6
Barium studies are diagnostic. The lesion shows as a con-

stant, symmetrical, thin diaphragm projecting into the lumen
at right angles to the long axis of the oesophagus.1 It is best
seen with patient lying horizontal, face down, and slightly
turned to the right. The oesophagus is then distended by
asking the patient to take a deep breath or perform a Valsalva
manoeuvre just before the bolus arrives at the lower end of
the oesophagus. If a barium pill is swallowed a downward
bowing of the web is seen as peristalsis forces the bolus
through the narrowed lumen. The lesion may be overlooked
at oesophagoscopy unless the narrowing is considerable or
an oesophagoscope of large diameter is used.

Treatment is not required unless the ring causes trouble-
some dysphagia. Rings discovered as a chance finding on
barium meal may remain unchanged and completely asympto-
matic for years. The aim of any treatment is to increase the
size of the lumen and prevent recurrence of the narrowing. A
review of the treatment in 59 patients discusses the results of
treatment.7 In some patients endoscopic dilation produces a
satisfactory result. If gastro-oesophageal reflux is present,
then repair of the hiatus hernia with digital rupture of the
mucosal web of the ring either through the invaginated
stomach wall or through a small incision in stomach wall has
been used with success. More recently formal excision of the
web through gastrotomy or oesophagotomy has been advo-
cated. The mucosal web is completely excised and the edges
of the mucosa resutured; the muscular wall is not resected.
Repair of the hiatus hernia is added if necessary. There is no
indication for oesophageal resection if the diagnosis is made.
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Future of
Queen Charlotte's Hospital
The future of Queen Charlotte's Hospital in West London
is being discussed in official circles and has recently been
ventilated in the columns of The Times.' The suggestion that
this internationally known hospital might close its doors at
least to maternity cases is being considered and the reasons
for it are extremely complex.

Over recent years the pressure on maternity beds in the
London area as a whole has fallen. The population of London
itself is falling, and so (at present) is the national birth rate.
The length of stay of women in maternity hospitals has been
progressively reduced, thanks largely to better obstetric care
and a healthier population, and thus fewer complications
affect mothers and their babies. The introduction of short-
stay arrangements by which mothers remain in hospital 48
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