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The Doctor in Conflict
In the long and often terrible history of warfare medical
men, and women too, have tried to uphold standards that
derived from mankind's more admirable aspirations in peace.

Violent conflict and bloodshed present doctors with con-

ditions that are the exact antithesis of their professional
occupation, but with exceedingly few exceptions they have
found a role in the relief of suffering that accords with
their deepest ethical traditions. At the same time the practice
of their profession has enabled them to give expression to
that concern for the welfare of man which unites doctors as

colleagues throughout the world wherever their personal
sympathies or loyalties may lie. "Enemy" and "friend" are

not words in the doctor's vocabulary: only "patient." And
apart from a few sad exceptions this merciful neutrality has
guided doctors' footsteps through the years of barbarism
and folly.
The tragic events now occurring in Northern Ireland must

on occasion have presented the doctors there, whether local
civilians or those in the armed Forces, with problems
causing much anxious thought about the proper ethical
course to take in circumstances that are none of their making.
It was evident from the Commton retort,l 2 published last
November, that through no fault of the medical officers the
Army's plans for adequate medical care were sometimes
defective, and we may hope that that lesson has now been
taken to heart, for there is nothing new in it. But what
should receive the attention of the medical profession are

some of the implications of the recently published report by
Lord Parker of Waddington, Mr. J. A. Boyd-Carpenter,
M.P., and Lord Gardiner.3 The last-named submitted a

minority report, and the Government acted immediately in
the sense of his report rather than in that of the majority.
It did so by banning the use of interrogation techniques
that Lord Gardiner declared to be illegal. Every member of
the medical profession will agree with the Government's
prohibition of the ill-treatment of people in a manner which
Lord Gardiner has stigmatized as "secret, illegal, not morally
justifiable and alien to the traditions of what I believe still
to be the greatest democracy in the world." The prompt
action by the Prime Minister was welcomed without dissent.
But this does not mean that in the circumstances of human
conflict, now and in the future, men will not be detained or

interrogated, and it is here that the medical profession should
look carefully at its role.
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It is a cardinal principle of medical practice that a person
must not be examined or treated against his will. Well-known
exceptions to the rule, such as a man being unable to ex-
press his will because he is unconscious and later resenting
his treatment, do not abrogate the principle itself. It there-
fore follows that in conditions of civil disturbance individual
prisoners and others should be medically examined only
with their free and understanding consent and (it goes
without saying) only for their welfare. It is therefore with
disquiet that doctors read a passage on interrogation such
as the following from the (majority) report of Lord Parker
and Mr. Boyd-Carpenter:

"We understand that the Service training envisages a
comparatively short period at the wall and subjection to
hooding and noise there, while the detainees are taken one
by one to be medically examined and the method of
interrogation is assessed."
The fact that these methods of interrogation are now

banned is immaterial. By inference the report refers to the
work or role of medical officers in the armed Forces, not to
civilian doctors. But wearing a uniform does not absolve a
doctor from following the ethical traditions of his profession,
and medical officers are always scrupulous in standing up
to commanding officers if ordered, almost always unwittingly,
to do something that would transgress their cherished code.
Moreover, there is no reason to suppose, and no shred of
evidence, that any doctor in the recent troubles has de-
parted from the ethical traditions that guide the profession.
The question is whether a doctor should have any relation-
ship whatsoever to interrogation procedures however
humanely conducted, and it is not necessarily an easy one
to answer. If interrogation does impose a strain on a person
-as we may suppose-the argument is readily advanced
that the attention of a doctor before such an ordeal is more
humane than his absence, for presumably if the doctor
pronounces the person to be medically unfit for interrogation
it would not be carried out. Yet a slippery slope lies before
us. Without ever becoming a participant in the interrogation
a doctor could, if he were automatically required to examine
every prisoner before the interrogation started, come to be
regarded as a part of the process and as sanctioning it in
medical terms. For a captive to call for the aid of a doctor
is one thing: for his captors to require a report from a
doctor is another. There is a grave dilemma here, and the
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Declaration of Geneva formulated by the World Medical
Association in 1946 is worth calling to mind in these words
from it: "I will maintain the utmost respect for human life
from the time of conception; even under threat I will not
use my medical knowledge contrary to the laws of
humanity."
A subsequent passage in the same paragraph 13 of the

Parker report must likewise cause anxiety:
"In practice, it may turn out that, through lack of proper

accommodation, through lack of guards, through lack of
interrogators, through the need to obtain personal and
medical files and such matters, the degree of use of interro-
gation methods envisaged is exceeded."
We must ask: Who is to obtain these medical files, and

what use is to be made of them? No doubt it is contended
that medical information is used simply to spare a sick or
feeble person the rigours of an interrogation to which he
would otherwise be subjected. The doctor's position in all
this needs to be most carefully safeguarded, and his sheet
anchor is the ethical tradition that has been tested over the
centuries.
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9th August, 1971 (Whairmqn: Sir Edmund Compton), Cmnd.
4823. London, H.M.S.O., 1971.

2 British Medical 7ournal, 1971. 4, 568.
3 Report of the Committee of Privy Counsello-s appointed to consider

authorised procedures for the interrogation of persons suspected of
terrorism (Chairman: Lord Parker of Waddington), Cmnd. 4901.
London, H.M.S.O., 1972.

Metastatic Calcification and
Dialysis
Soft tissue calcification (metastatic calcification) associated
with advanced renal failure and high calcium x phosphate
product has important practical consequences for the modem
treatment of terminal renal failure. Conservative management
of renal failure should therefore aim at early detection and
prevention of this complication.

Soft tissue calcification may show first in the cornea,'
and deposits of apatite at the corneal limbus and on the
conjunctiva, best seen with a slit-lamp but also visible with
an ophthalmoscope, are a useful clinical sign of chronic
renal failure.2 The eyes appear red from an inflammatory
reaction in the conjunctivae.3 Arterial calcification, the
commonest of the forms of metastatic calcification that ate
detectable radiologically, has more serious implications be-
cause of difficulties with the vascular surgery essential for
regular dialysis and transplantation.4

Hyperphosphataemia is always found at some time in
patients with metastatic calcification.5 An increase in the
calcium x phosphate product above 75 (when both are
measured in mg/100 ml) should be treated as a medical
emergency and the blood phosphate concentration
lowered by giving aluminium hydroxide.6 Vitamin D is
especially likely to cause widespread arterial calcification.4 It
has recently been shown that absorption of bone minerals
can be achieved, even in uraemia, without large doses of
vitamin D by giving dietary supnlements of calcium car-
bonate and calcium phosphate.7 Haemodialysis usually gets
rid of tumourous masses of soft tissue calcification,8 but
other types of soft tissue calcification-such as periarticular,
cutaneous, and visceral calcification-which are rare before

dialysis may worsen.9-12 Arthralgia,l" pruritus,8 or even
death'0 12 may result.

Early workers'0 13 followed the thinking of Albright's
group'4 that plasma calcium was the most important factor
in the production of soft tissue calcification. Scribner's
group'8 originally advocated a reduction of dialysate calcium
concentration in order to lower plasma levels.'3 It is now
realized that this stimulates parathyroid secretion, and,
therefore, in patients who have no renal function, raises the
plasma phosphate."5 There should therefore be enough
calcium in the dialysatel5 and in the diet6 to facilitate involu-
tion of hyperparathyroidism if this is amenable to physio-
logical control.'6
A recent report from Israel'7 draws attention to a special

risk of metastatic calcification during the early weeks of
dialysis. There are several reasons why this may occur.
Correction of acidosis makes calcium salts less soluble.'2
A lower plasma concentration of calcium in complex form
(in uraemia 45% of the total plasma calcium may be in
this form'8) is accompanied by an increase in the ionized
fraction, and dialysable inhibitors of calcification,'9 some of
which are now identified as pyrophosphates,20 are removed.
Furthermore, the effect of uraemia on connective tissue to
produce a calcifiable matrix may still persist.5 Dialysis may
also make the skeleton more responsive to parathyroid
hormone.8
The prevention of hyperphosphataemia during the early

weeks of dialysis is therefore important, since phosphate is
poorly dialysed.5 Careful biochemical monitoring is needed,
especially in peritoneal dialysis, and aluminium hydroxide
may have to be given. The need to continue phosphate
depletion should be reviewed monthly owing to the risk
of causing osteomalacia from phosphate deficiency.6 15 21 In
due course plasma phosphate concentrations reflect the re-
mineralization of the skeleton, in which there may be la-ge
masses of osteoid capable of acting as "avid" bone.22
Though dialysis routines are fairly uniform the results are
not, and they must be considered in the context of the
incidence of osteodystronhy in the area. There are notable
geographical variations in this which are probably due to
differences in the content of fluoride or trace metal in the
water. Lower plasma phosnhate concentrations have been
observed in patients with healing bone disease'5 16 than in
those with osteodystrophy.23
With a better understanding of its pathophvsiology a re-

duction in the incidence of metastatic calcification in
uraemia should be possible. There remains in the di-
phosnhonates an untried weapon for use in those cases in
which Drevention fails.20 They have recently been used
successfully in cases of myositis ossificans24 and of calcinosis
universalis.25
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