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Care of the Dying

SIR,-I was most interested to read your
leading article (6 January, p. 5) and the
shortened versions of the papers that you
printed of the Department of Health and
Social Security symposium on the "Care of
the Dying" (6 January, p. 29).
Your leading article and one of the

speakers suggested that 12 beds for every
half-million people might be required in
specialist terminal-care units. However, a
small survey carried out in Manchester' in
1969 suggested that approximately half those
patients who died from malignant disease
at home might have accepted support and
care from alternative facilities, while approxi-
mately half those patients who died in hos-
pital had been admitted for nursing care
and not the continuation of acute treatment.
In this population of just over 600,000 it
was suggested that approximately 70 patients
dying from malignant disease in one month
mioht have been referred to special facilities,
had these been available. An average period
of nursing of one month per patient would
thus require 70 places. A study carried out
in Reading2 in 1969 and 1970 suggested that
for a population of 400,000 approximately
20 places were required for all cancer
patients requiring terminal care.
There is, of course, no consensus about

the provision of such accommodation, and
relatively few population-based studies have
been done to determine the potential re-
quirements. Both the studies mentioned
above suggest that the figures quoted at the
symposium may be an underestimate of the
requirement for this type of care. They con-
trast with the much lower estimate based
on the study by Wilkes,3 who did not in-

clude hospital deaths in his sample and
allowed for a much shorter period of ter-
minal nursing. This discrepancy is an indica-
tion for further detailed studies of this issue.
-I am, etc.,

M. R. ALDERSON
Wessex Regional Hospital Board,
Winchester

1 Alderson, M. R., British Yourmal of Preventive
and Social Medicine, 1970, 24, 120.

2 Curnow, R. N., and MacFarlane, S. B. J., un-
published report, Operational Research (Health
Services) Unit, Department of Applied
Statistics, University of Reading, 1971.

3 Wilkes, E., Lancet, 1965, 1, 799.

Radioimmunoassay Foliow-up of
Hydatidiform Mole

SIR,-Your leading article and Dr. J. W.
Crawford's paper (23 December, p. 685 and
p. 715) draw attention to a fortunately rare
but serious manifestation of trophoblastic
disease. The prospective screening pro-
gramme supported by the Department of
Health and Social Security and the Royal
College of Obstetricians and Gynaecologists
is an exciting development.

Because trophoblastic disease is un-
common there is a greater danger that its
clinical handling may not always be in
accordance with established practice. To
detect choriocarcinoma in its earliest stages
and treat it effectively is now possible, and
the screening programme advised should
prevent some unnecessary suffering. To
prevent choriocarcinoma from occurring is
better than to diagnose and treat it early.
Professor Tow in Singapore,' where tropho-

blastic disease is much more common than
it is in Europe, observed that the incidence
of carcinoma following hydatidiform mole
increased with the age of the patient. For
this reason total hysterectonmy was practised
as the primary treatment of hydatidiform
mole in selected cases. The result was a
dramatic reduction in the incidence of
choriocarcinoma in hospitals such as Kan-
dang Kerbau in Singapore. Having accepted
the validity of this work, I believe that in
the first case reported by Dr. Crawford
primary hysterectomy would have been a
safer procedure than hysterotomy and
sterilization for a 34-year-old parous woman.
The prospective radioimmunoassay pro-
gramme would make it possible to study in
parallel two groups of patients-younger
women with reproductive capacity retained
and older patients following primary
hysterectomy.-I am, etc.,

JOHN STALLWORTHY
John Radcliffe Hospital,
Oxforcs

Tow, W. S. H., 7ournal of Obstetrics and Gynae-
cology of the British Commonwealth, 1966, 73,
544.

Giddiness

SIR,-Your leading article (30 December, p.
743) on the complex subject of "Giddiness,"
while excellent in intent and, in places, in
execution, perpetuates some dubious and
even harmful misconceptions.

Firstly, it is ver'igo due to vestibular
damage that is self-limiting. The patient
with "vestibular neuronitis" may have per-
manent unilateral loss of vestibular function
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and yet is free of vertigo except briefly on
rapid movement of the head after about
three weeks. Persistent rather than
paroxysmal vertigo, not specifically provoked
by movement, for a longer period is likely
to be central in origin. The physician
quoted as suffering from persistent giddiness
after streptomycin did not have vertigo but
clearly described the effects of a disorder of
ocular reflexes due to bilateral loss of vesti-
bular function.
Nobody would deny the usefulness of

audiometry and tests of vestibular function
in the diagnosis of the cause of vertigo, nor
that more elaborate investigation may be
necessary, but such tests are inappropriate
and even misleading in most patients with a
primary complaint of giddiness. As you
suggest, a "detailed analysis of the character"
of the sensation-in other words, an in-
formed history-will save much time,
money, and unpleasantness even if precise
diagnosis is not always reached.

Finally, I must protest strongly against
the recommendation of powerful drugs "for
prolonged medication" of giddiness. Patients
with recurrent vertigo may need prophy-
lactic treatment; those with acute vertigo
need immediate relief; those with chronic
persistent giddiness do not have anything
wrong with their vestibular apparatus or its
central connexions that will respond to the
treatment suggested.-I am, etc.,

W. B. MATTHEWS
Churchill Hospital,
Oxford

SIR,-In your leading article on giddiness
(30 December, p. 743) you mentioned a
physician who said, "I must stand still in
order to read the lettering on a sign," as
an example of vestibulogenic vertigo, follow-
ing long after labyrinthine damage by
streptomycin. I would like to take issue with
your interpretation of this symptom, which
is a perfect example of a feature of vestibular
deficit and not of vertigo due to vestibular
activity. This is a symptom that we have
come to recognize more and more over the
past few years among patients with loss of
vestibular function at this hospital.
These patients all complain, as did the

physician of your example, that they have
to stand still to read signs, since, when they
walk, distant objects appear to jerk or
shimmer up and down. A group of patients
with precisely this complaint, from among
those at Queen Square, was described by
Maw in 1971,1 under the title "bobbing
oscillopsia." The symptom arises when a
patient cannot maintain fixation of distant
objects on the retina during the bobbing
movements of the head caused by walking,
so that the image on the fovea slips with
each step. Maintainance of retinal fixation
requires, of course, compensating eye move-
ments when the head is moved, and these
eye movements in turn depend reflexly on
normal sensory labyrinthine information.
The symptom is always more troublesome
out of doors or in long corridors, since it is
in this environment only that one looks
fix'dly at a distant obiect. Within the home,
walking is usually made up of short journeys
with frequent changes of direction and of
the obiect of visual fixation, which can be
achieved without difficulty despite a vesti-
bular deficit.
The true nature of this complaint is often

unrecognized as a feature of vestibular

deficit, and patients are sometimes labelled
functional or neurotic. A simple explanation
of the cause of the disability usually goes a
long way in reassuring the patient.-I am,
etc.,

HAROLD LUDMAN
The National Hospital for Nervous Diseases,
Queen Square,
London W.C.l
1 Maw, A. R., Annals of Otology, Rhinology and

Laryngology, 1971, 80, 233.

SIR,-In your leading article on giddiness
(30 December, p. 743) you mention that in
the "benign" vertigo of children there is
usually an absent caloric response in the
affected labyrinth.

This is certainly not a universal finding.
Caloric and hearing tests may be quite
normal in these cases, as I have found in a
number of children between the ages of
4 and 8 who have had a history of definite
paroxysmal vertigo. These attacks usually
disappeared spontaneously within a few
weeks or months and caloric and hearing
tests were always normal.-I am, etc.,

P. E. ROLAND
Rugby

SIR,-One reads B.M.7. leading articles for
a succinct survey of a subject, well docu-
mented, interesting, and authoritative. The
recent leading article on "Giddiness" (30
December, p. 743), which listed so many
rare and bizarre reasons for vertigo and
showed so much erudition culled from so
many historical and contemporary sources,
was no exception. It is unfortunate, there-
fore, that it should give the impression that,
for practical purposes, it is only vestibular
disturbances which initiate vertigo.

It has been shown that when the vesti-
bular mechanism is destroyed (by strepto-
mycin) vertigo can still occur.' The pro-
prioceptive nervous supply of the top three
cervical joints is at least as important a
source of vertigo as the semicircular canals
and in fact it is the disordered action of the
nerve endings about these cervical joints
which is revealed by the "passive rotation
of the head" on the neck, performed with
the patient supine and the head dependent,
recommended in your article as a test of
vestibular function. Such a test produces
cervical vertigo.2 Only if the head is clamped
and the whole body rotated (as in the re-
volving chair in nystagmography) can the
vestibules be incriminated in the production
of vertigo.
More or less in passing it should be

noted that vertigo and depression can have
a common cervical traumatic origin.3 They
are not iust unrelated concomitants.
One final anathema: though it may be

possible in postmortem specimens to show
cervical disc material migrating to any part
of a spinal segment, the chances are very
much arainst disc substance contacting the
vertebral artery except in the rarest instances,
for the neurocentral joint (pseudarthrosis
though it may be) is interposed between disc
and artery, making the journey well nigh
impossible for even the most ambitious disc.
Why should such a contortion of a de-
generate disc be assumed when adjacent to
the vertebral artery lies the joint of the
vertebral arch (the apophyseal joint), which
is as liable to effusion, after relatively minor
injury, as any other synovial joint. Both the

swelling in and around the joint and the
subsequently formed adhesions and osteo-
phytes are likely to involve the vertebral
artery (including its adventitia and its
sympathetic plexus) to a greater or a lesser
extent. One need look no further for a
cause of pressure on the vertebral artery
and one should mention that such pressure
is best confirmed by arteriography4 and
should not be assumed without such
evidence.-I am, etc.,

JoHN EBBETTS
London W.1

1 Lafon, H., and Jakubowicz, J., Review d'Oto-
neuro-ophthalmologie, 1970, 42, 113.

2 Toglia, J. U., Rosenberg, P. E., and Ronis, M. L.,
Archives of Otolaryngology, 1970, 92, 485.

3 Stevenson, H. G., Medical Yournal of Australia,
1970, 1 1300.

4 Hinz, P., and Tamaska, L., Archiv fur Ortho-
padische und Unfall-Chirurgie, 1968, 64, 268.

Minors and Medical Experiments

SIR,-Dr. A. M. W. Porter's letter (6 Janu-
ary, p. 46) raises an important ethical prob-
lem. English law does not permit parents
or guardians to give consent for any proce-
dure to be made on a minor which is not
intended to benefit the child and might even
be harmful to him. In law such a procedure
constitutes a technical assault. Although this
is a wise and humane provision for the pro-
tection of children, it does introduce some
difficulty in the performance of small scien-
tific procedures which may promote the
prevention and treatment of disease in chil-
dren.

Dr. Porter's conscience tells him that his
research is justifiable, and he has sought the
opinion of 10 colleagues, nine of whom
agree with him. If he explains to the par-
ents or guardians any possible risks and
discomforts to the children, and if he further
tells them that, in the strict interpretation
of English law, they cannot give consent
for what he hopes they will permit him to
do, then he should go ahead and face the
consequences. If, however, he is unfortunate
enough to find himself in court he would be
unwise to base his defence on the principle
"that all human beings have an obligation
to the society which nurtures them and that
this obligation is incurred the moment we
are bom and not just when the age of
majority is reached." Nor should he expect
to have the support of all doctors. I know
a few paediatricians, although I do not share
their opinions, who would not agree with
what he proposes to do.

Can, or should, the law be chanelid? I
was a member 10 years ago of the Medical
Research Council subcommittee which con-
sidered the question of investigations on
human subjects. If my memory is correct,
Lord Shawcross was its chairman. I did not
form the impression then that a change in
the law in regard to the protection of minors
would be an easy, or indeed a desirable,
thing to attempt. Although the sensible safe-
guards against parents permitting physical,
psychological, or moral injury to their chil-
dren were not introduced into English law
in order to hinder the progress of medical
science, yet to seek now to make an ex-
ception in respect of scientific investigations
would, in my view, remove a reasonable
constraint on the research worker and place
an excessive responsibility upon the parents
and guardians.-I am, etc.,

DOUGLAS HUBBLE
Cold Ash,
Newbury, Berks
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