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disease; advise on borderline cases such as mild hypertension
treated with a thiazide diuretic, where a licence might be givTen
for a pilot to fly on, say, short-haul operations (though the
report says nothing to explain why these are thought safer);
and it would act as a court of medical appeal for any pilot who
believ'-d his licence had been withdrawn unjustly.

Aviation is an international business, and these recommenda-
tions are consistent with the Eighth Bethesda Conference on
Cardiovascular Problems Associated with Aviation Safety2
prepared by the American College of Cardiology in 1975. This
latest British report is the result of detailed and prolonged
consultations-yet, as the working party acknowledges, its
recommendations will need modification in the light of future
developments in cardiovascular disease. The final recommenda-
tion is, therefore, that the report should be reviewed in not
more than five years. This careful approach with its painstaking
attention to detail is in definite contrast to the attention given
to the safety of road users and in particular the drivers of
heavy goods vehicles. Their responsibilities and their in-
dependence make them very similar to pilots, and though
sudden cardiac arrest at the wheel usually allows the driver
time to steer to the side and stop safely this may not be true on
motorways. As the tide continues to flow in the direction of
prevention both the health and the working schedules of these
drivers need to be brought under much stricter control.

I Civil Aviation Accident Report 4/73, 1973.
2 American College of Cardiology, Eighth Bethesda Conference: Cardio-

vascular Problems Associated with Aircraft Safety. American Yournal of
Cardiology, 1975, 36, 573.

3Report of the Working Party of the Royal College of Physicians Committee
on Cardiology (J F Goodwin, chairman). British Heart Journal, 1978,
40, 335.

Joint Working Party, ournal of the Royal College of Physicians, 1975, 10, 5.
British Medical3Journal, 1976, 1, 542.

Painful young bellies
When a child presents with recurrent abdominal pains the
problem for the doctor is twofold: how to detect the minority
(5-10o0 of those reaching hospital) who have organic disease
and how to manage the majority whose pain tells of emotional
stress. Initially, most parents see the problem in terms of
possible intra-abdominal disease, and they will not be reassured
until they have seen that the doctor has taken due account of
that possibility. Whatever the cause of the pain, therefore, his
first approach should be slanted towards the organic, so that
he is in a position to convince the parents that his careful
clinical examination and simple investigations have shown
that there is no serious intra-abdominal disease.
The possible causes of recurrent abdominal pain are

numerous-one review listed 85.1 Surgical conditions such as
volvutus or intussusception-which may be self-correcting
and recurrent-are usually not difficult to suspect if the child
is seen during an attack, when clinical examination and a plain
x-ray film of the abdomen may make the diagnosis plain.
Appendicectomy should be performed only if the child has
evidence of acute appendicitis during an attack. Renal disease,
most commonly pyelonephritis or hydronephrosis, should
always be suspected: microscopical examination and culture
of the urine are mandatory in every child with abdominal
pain. Though uncommon in children, peptic ulceration and
gall bladder disease may be suspected from the history and
clinical findings during an attack of pain.

Medical causes which should be excluded are sickle-cell
disease in negro children and tuberculosis, especially in
Asian immigrant families. A history of pica should lead to the
estimation of the blood lead content. Lactose intolerance2 may
present as abdominal pain-without diarrhoea and without an
obvious relation to drinking milk. A trial of excluding milk
from the diet is the most convenient way to test for that
possibility. Whether constipation causes recurrent abdominal
pain is arguable, but if found it should be treated. Abdominal
migraine is often diagnosed when a child suffers from recurrent
abdominal pain and vomiting. There may be a strong family
history, and some children with these symptoms develop
typical migraine later in life, but the diagnosis is difficult to
prove in the individual child, and the boundaries between
abdominal migraine, periodic syndrome, and psychogenic
abdominal pain are often difficult to define.3 Epilepsy
presenting with abdominal pain alone is rare: sleepiness after
attacks of pain is common and not indicative of epilepsy.3

Organic disease, therefore, may be suspected from the
history, and the findings on examining the abdomen during
an attack are invaluable. Apley's dictum is worth remembering:
the further the pain from the umbilicus the more likely it is to
be organic. Tests which the general practitioner should do or
have done include blood count, sedimentation rate, tuberculin
test, and microscopy and culture of the urine. A single plain
radiograph of the abdomen may be of therapeutic and occasion-
ally of diagnostic value. Unless a diagnosis other than lactose
intolerance can be made with confidence a trial period on a
milk-free diet is warranted. A sickling test should be performed
in all negro children. Only occasionally is contrast radiology
of the renal, gastrointestinal, or biliary tracts necessary.
Examination of the urine for porphobilinogen will rarely
result in a diagnostic coup. It is a mistake to prolong investiga-
tions unduly. The doctor should echo Macbeth's sentiment:
"If it were done when 'tis done, then 'twere well it were done
quickly."
The 950O of children with recurrent abdominal pain who

have no organic disease may present as great a cnallenge to the
doctor's therapeutic skill as the other 500 do to his diagnostic
acumen. Drugs are of little value. Some children will improve
rapidly after a visit to the general practitioner or to the hospital
specialist. In others the pain will be more refractory, and
workers in Philadelphia have recently described their manage-
ment of such children.4 The children are often seen by the
parents as special-the first born of elderly parents, the only
boy or girl, the baby of the family, or the "frail" member of
the family because of early illness. They may be overprotected
and immature, and one or other parent not uncommonly
complains of similar pains or is depressed. Current stress on
the family may arise from marital, financial, or medical
problems. Berger and his colleagues4 emphasise the value
of the family interview attended by both parents and any
other close family members who wish to be present. They
describe the interview in three parts: establishing a supportive
relationship, redefining the problem, and drawing up a plan
of treatment. The first of these is what most of us have in
mind when we think of "good doctoring": gaining the trust
of the family and entering into a therapeutic relationship by
simply talking to them as someone who is prepared to under-
stand their problems. In the second phase the doctor attempts
to shift the family's thinking away from an organic cause for
the child's pains by referring to the negative results of physical
examination and laboratory tests and then explaining the
relationship of the symptoms to stress and tension. The family
is less likely to react adversely to talk of "stress" and "tension"
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than to the term "emotional problem" or "psychological
problem," and Berger et a14 emphasise that the doctor must
explain that such pain is no less real than pain of organic
origin. In the final phase of the interview the physician
explores with the parents ways in which they can help the
child to become more independent and better able to cope
with stress and with his pains so that he is able, and expected,
to enter into normal activities for his age, both pleasurable
ones and chores.

Using this type of approach the Philadelphia paediatricians
successfully treated 60% of children referred to them with
recurrent abdominal pain. The other 40%/o they referred to
a child psychiatrist, but even in those cases they believed that
their initial approach had paved the way for more successful
psychiatric intervention. Patients in this series were followed
up for less than two years, so that the long-term value of the
treatment is not known. Apley3 referred only 10% of his
patients to a child psychiatrist. Long-term (10-14 years)
follow-up of his patients not so referred showed that, although
persistence of symptoms was equally common in those
untreated and those given "informal psychotherapy," the
treated group could cope better with their symptoms and
were less restricted in their activities.

I Bain, H W, The Pediatric Clinics of North America, 1974, 21, 991.
2 Bayless, T M, and Huang, S, Pediatrics, 1971, 47, 1029.
3 Apley, J, The Child with Abdominal Pains, 2nd ed. Oxford, Blackwell, 1975.
4 Berger, H G, Honig, P J, and Liebman, R, American Journal of Diseases

of Children, 1977, 131, 1340.

Liver fluke in Britain
However rare human liver fluke infection may be in Britain,
failure to diagnose the infection may condemn the patient to
unnecessary operations and years of avoidable invalidism. The
truth of this is well shown by a recent account' of a patient
with fascioliasis seen in Liverpool.
The victim, a 54-year-old Englishman, had been ill for six

years with recurring bouts of obstructive jaundice, pain in the
right upper quadrant of the abdomen, fever, vomiting, and
diarrhoea. On three occasions he had been found to be severely
anaemic, but no source could be found for his loss of blood
into the gastrointestinal tract (shown by isotope studies).
Laparotomy two years before he was seen in Liverpool had
shown multiple nodules on the liver surface, but no obvious
abnormality of the bile ducts, and no sign of a peptic ulcer
to account for the blood loss.
On six out of seven occasions the patient's differential white

cell count showed an eosinophilia of 20-32'%, and this feature
led to a determined effort to find Fasciola eggs in the stool. A
sensitive concentration method revealed numerous Fasciola
hepatica eggs, and the complement fixation test was strongly
positive. At this stage retrospective history taking disclosed
that the patient had a caravan in a farmer's field in the Lake
District, where he stayed every spring and early summer. On
several occasions he had been severely ill after visits to the site,
and he admitted to eating large amounts of wild watercress
growing in a stream near by. The site was grazed by cattle and
sheep, and infected specimens of the snail intermediate host
were found among the wild watercress. The illness after
the acute infection was characterised by fever and anaemia,
and the severe anaemia was probably due to haemobilia-
a well-documented event in infected animals.

Once the diagnosis was made the patient was treated with a
full course of bithionol. Complete clinical recovery and
parasitological cure ensued, and there has been no relapse.
Only one more case, the patient's wife, was discovered from
a full epidemiological survey of other holidaymakers who had
used the camp site. Review of the histological changes in the
patient's liver removed by wedge resection at laparotomy
showed changes consistent with fascioliasis, and examination
of several sections brought one typical Fasciola egg to light.
There have been periodic outbreaks of human fascioliasis in

Britain in recent years, notably in Hampshire2 and Shrop-
shire,3 but clinical memory for most rarities is short. The
Liverpool case shows the importance of the association of
eosinophilia with obstructive jaundice and the effectiveness of
drug treatment with bithionol.4 It should also remind us that
blood loss -into the gastrointestinal tract is not always from
peptic ulcer.
The case report did not mention a closely related disease

that may present in Britain: infection with one of the Oriental
liver flukes, Clonorchis sinensis or Opisthorchis species. These
infections are acquired from eating raw freshwater fish, and,
though asymptomatic infection is common, obstructive
jaundice may occur and cholangiocarcinoma may complicate
chronic infections. The infection is occasionally recognised in
immigrants from SE Asia in Britain, and, if Canadian
experience is typical,5 there must be many unrecognised
infections in our own Chinese communities. In Montreal no
fewer than 60 of 400 Chinese immigrants examined were
infected with Clonorchis sinensis, so that obstructive jaundice
in an immigrant Chinese is an indication to search for this
infection.

1 Jones, E A, et al, American Journal of Medicine, 1977, 63, 836.
2 Facey, R V, and Marsden, P D, British Medical Journal, 1960, 2, 619.
3 Ashton, W L G, et al, British Medical Jfournal, 1970, 3, 500.
4 Drugs and Therapeutics Bulletin, 1975, 13, 65.
5 Seah, S K K, Journal of Tropical Medicine and Hygiene, 1973, 76, 291.

Partial meniscectomy
preferred
When in 1883 Thomas Annandale operated on a miner with
recurrent locking of the knee he sutured the loose anterior end
of the medial cartilage back into position with catgut.' Though
five months later his patient was relieved, the method proved
unreliable and was soon replaced by meniscectomy. In 1909
Robert Jones,2 reporting on over 400 operations, commented,
"Stitching of the cartilage should be an obsolete operation."
He confidently stated, "It is only necessary to remove the loose
portion of cartilage." But 15 years later the problem of recur-
rent symptoms was stimulating a swing to total meniscectomy3;
and surgeons emphasised that often a posterior tear might not
be disclosed until the meniscus had been freed by dissection
and removed. Since then routine total meniscectomy has been
strongly urged,4 advice supported by numerous photographs
of operation specimens showing multiple tears, some of which
might have been overlooked if the whole meniscus had not
been removed. Yet many surgeons have found removal of the
loose fragment alone an easier, quicker operation with an
easier, quicker recovery for the patient.6 7 Even in experi-
enced hands removal of the whole meniscus must mean more
extensive injury to the knee, with extra hazards to the capsule,
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