
BRITISH MEDICAL JOURNAL 23 MARCH 1974 531

major illness or major injury because this allows him to turn
to others in a way that an emergency does not.
Knowledge of the pathological and physiological features

of the potentially fatal effects of illness and injury will in any
case be provided by cardiologists, anaesthetists, and others,
and if there is some repetition this is not a bad thing. Practical
experience is needed as well. Attendance in receiving rooms
and resuscitation and other intensive care units should be com-
pulsory-and it should be arranged so as to ensure that the
students will see and do what is necessary. Ideally they should
be given a measure of responsibility under supervision, and
they should be there when the work needs to be done. This
means weekend and night duty, particularly in the accident
department. A busy week in an intensive care unit and
another in an accident and emergency receiving room towards
the end of his clinical training should enable the newly
qualified doctor to acquit himself at least reasonably well in
the emergencies that he has to deal with. Travelling in
ambulances is a good way of learning what ambulance crews
can and do do, and a day based on a busy emergency station
would probably suffice, but it offers little opportunity for
resuscitation.
One may question, then, the need for at least two to three

months' instruction and training in emergency care as a
separate subject; but the necessary theoretical knowledge
must be imparted to students and they should have adequate
exposure to the rigours of emergency care, for which some
will have to go beyond their teaching hospitals.
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Implications of Optic
Neuritis
When treating patients with optic neuritis it would be a great
help if it were possible to identify those likely to develop
multiple sclerosis. After exclusion of possible causes such as
diabetes mellitus, vitamin B12 deficiency, Leber's optic
atrophy, toxins including methanol, tobacco, and many other
drugs, postinfective encephalomyelitis, and ischaemic lesions
of the optic nerve,' 2 a substantial number of patients remain
in whom no certain diagnosis can be made. Somewhere be-
tween 11-5% and 85% of these patients later develop definite
multiple sclerosis3 4-the generally accepted figure5 is about
30%. Multiple sclerosis may still be responsible in the re-
mainder, and such patients can never be considered entirely
free of risk, since the longest interval between the attack of
optic neuritis and the development of signs and symptoms of
definite multiple sclerosis has been 37 years.6

Patients with multiple sclerosis who present with optic
neuritis often seem to have a milder form of the disease,
though this is not agreed by all.7 In trying to identify the
patients who will develop multiple sclerosis the clinical details
of the optic neuritis are of no help.5 So far there is no specific
test for multiple sclerosis of proved accuracy. The test sug-
gested by J. Mertin, B. K. Shenton, and E. J. Field8 9 has
been advanced as specific, but their results have yet to be-
substantiated on a larger number of patients.

Several other abnormalities have been reported by workers
investigating large groups of patients with multiple sclerosis.
Some of the studies referred to in a recent paper by H. Link,
E. Norrby, and J.-E. Olsson'0 showed a high proportion of
such patients with raised titres of measles antibodies in the
cerebrospinal fluid compared with controls, a lowered ratio
between the serum titre and that in the cerebrospinal fluid, and
the presence of oligoclonal IgG in the cerebrospinal fluid.
Using these tests, Link and his colleagues in the virological
department of the Karolinska Institute, Stockholm, examined
41 patients with optic neuritis who were less than 50 years of
age at presentation, who had had no previous neurological
incidents, and in whom there were no signs of other neuro-
logical disease. They found approximately half had oligoclonal
IgG in the cerebrospinal fluid (group 1), while the other half
did not (group 2). There was some suggestion of clinical
differences between the groups, with pain on movement of the
eye, severe depression of vision, a progressive course over
three months, and optic disc abnormalities being common i
group 1, while heavier consumption of alcohol and tobacco
were commoner in group 2. Several other differences were
also found. More patients in group 1 showed pleocytosis and
an increase in the total protein and percentage of IgG in the
cerebrospinal fluid; and these patients also had a pronounced
increase in haemolysis-inhibiting measles virus antibody
titres in their cerebrospinal fluid. The proportion of patients
with a reduced ratio of the serum to cerebrospinal fluid
measles antibody titres was also markedly increased in group 1.
The implications of these abnormalities in measles antibodies
and IgG in multiple sclerosis are still uncertain, though it has
been suggested that in those patients with increased measles
antibodies measles virus (or some agent with identical anti-
genic features) is the slow virus against which the body's
immunological system is reacting to produce the disease
multiple sclerosis.

It is important to await the results of follow-up before con-
cluding that patients in group 1 of Link and colleagues are
more likely to develop multiple sclerosis, but the data do
suggest a process with similar antigenic features to multiple
sclerosis is occurring in these patients and that more of the
central nervous system is affected than just the optic nerves,
even though there are no clinical signs and symptoms of such
wider extent of the disease.
The Swedish paper was accompanied by a leading article by

B. G. W. Arnason1' drawing attention to work showing that
histocompatibility types HL-A 3 and HL-A 7 are overrepre-
sented in those with multiple sclerosis, and that this preponder-
ance is absent in patients presenting with optic neuritis but who
have no evidence of multiple sclerosis over a period of several
years. The genetic determinant designated LD-7a is apparently
found in 70% of patients with multiple sclerosis and only 10%
of controls, indicating that carriers of this determinant have a
15 times increased risk of developing multiple sclerosis.
Other reports of familial predisposition to multiple sclerosis

have recently appeared both in scientific publications and in
the lay news media. J. H. McIntyre12 reported four cases of
multiple sclerosis with a family history of the disease. Field
and colleagues13 found evidence of abnormality in the macro-
phage migration inhibition test in 41% of relatives of patients
with multiple sclerosis, particularly female relatives. As a
result of the widespread dissemination of the latter pre-
liminary report in the lay news media unnecessary concern
has been caused to relatives of patients with multiple sclerosis.
The results of a great many studies have indicated'4 that the
risks to siblings and children of patients with multiple sclerosis
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is about 12 to 20 times that of the general population but is
still only of the order of 1 in 100. Doctors approached by the
relatives of patients with multiple sclerosis would do well to
emphasize just how low this risk actually is.
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Streaking
Forget motives for the moment. Greek athletes, at least
after 720 B.C., streaked naked, but oiled, round their stadia.'
Boxers and wrestlers, too, were greasy and naked, and in
Sparta athletic women took their exercise in the nude. At
the other extreme, the Orthodox Jewish code forbids the
exposure of any part of the body except the face and hands
in public2 and condemns the exposure of the nude body to a
spouse in bathrooms and even in coitus.
Our culture, marked as usual by irrational compromises,

allows public nudity to toddlers but not to anyone a year or
two older; it is permissible in nudist clubs, in changing rooms,
in saunas and steam baths, but not on beaches, however
secluded, or in swimming baths. On the stage and in music
halls a ludicrous convention, at least 50 years old, persisted
until the recent full-frontal breakthrough: women could
appear naked so long as they did not move. They ceased to be
flesh and blood and became sculpture: Art-and therefore
inoffensive. The law uses penalties to try to protect people
who do not so wish from having to see others naked.

In the newest craze the streaker is certainly an offender.
Though exhibitionist in the widest sense no one has so far
suggested a sexual motive. The offence of indecent exposure,
which can incur imprisonment, need not have a sexual in-
tent,3 but streaking is the antithesis of "flashing." There is
no lingering to see that shocked look, no chance to catch the
look of dawning interest that the "flasher" so vainly hopes his
victim will show.
As yet no one has asserted a political motive. Streakers, for

a change, do not seem to be protesting about anything.
Reports say that they prudently keep their shoes and socks
on. There is no symbolic flinging off the shackles of civilization
and going back to a state of nature. In the American universi-
ties, where (if not in Athens or Sparta-or among 17th century
Quakers4) it all began, streakers can be men or women, lone

runners, or groups of up to 1,200 students.5 Of course there
could be safety in numbers.

It is probably best for the present to accept the streakers'
own assessment of their motives-a lark, a bet, to liven things
up-in fact epater le bourgeois, and to expect that with the aid
of a few fines the craze will go away. Nevertheless, it is strange
that in some cases news cameras have happened to be around.
Or isn't it ?
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Crisis Working Party
With discontent among consultants in the N.H.S. at an un-
precedented pitch Mrs. Barbara Castle, the new incumbent
at the Elephant, has announced a joint professional depart-
mental working party, to be chaired by a minister, to make
a thorough examination of the consultant contract (see p.
585). The B.M.A., supported by the B.D.A., had been strongly
urging Sir Keith Joseph, her predecessor, to set up such an
inquiry since it became clear that no progress was being
made through normal negotiating channels.' He had, after
some persuasion, agreed to consider the proposal when the
general election intervened.
The new Secretary of State has quickly picked up the idea,

probably realizing that unless she acted promptly many
hospital doctors would vote with their feet. As an experienced
campaigner she will welcome the chance the inquiry offers to
air one of her party's dislikes, private practice within
the N.H.S., and the working party has been asked to look
into that question as well. She may be disappointed in what
is unearthed: private practice is not a major part of most
consultants' professional lives, rather the reverse. Neverthe-
less, it has provided a safety valve for many of them, and any
question of its prohibition or severe restriction is likely to
aggravate a tense medicopolitical situation. Its inclusion in
the inquiry raises the question of financial reward, as indeed
must any discussions on the N.H.S. contract. Recommenda-
tions, on the pay of N.H.S. doctors fall to the Review Body to
decide. But unless the Government is prepared to back with
hard cash any recommendations from the Review Body based
on the working party's proposals hospital doctors will prob-
ably see the inquiry as a waste of time. As the present series
"Conversations with Consultants" shows, the powerful com-
bination of rising work load, deteriorating conditions, and in-
adequate pay has precipitated a serious crisis.

Progress is necessary on all three aspects if the hospital
service is to attract and retain skilled staff. Pressure from the
B.M.A. has produced what may be the last opportunity to
resolve matters peacefully. Doctors will hope for a successful
outcome, so it is vital that the profession and Whitehall work
together so that the working party can report quickly and
effectively.

1 British Medical Journal Supplement, 1974, 1, 8.
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