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that in his view it is unethical to try to solve this problem by
the prison system.1' He urges the NHS to pick up its full
responsibility.

In summary, there are no easy or well-established remedies
ivailable for the mentally disordered offender. The wisest
approach may be an empirical one, setting up different schemes
an different parts of the country and evaluating their
results.
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Not the language of medicine
"My thanks to Fellows and Members do not extend to
that tiny minority who, rather than approaching their
incoming President, attack the Society through letters
to the press."'
"Less easy to heal is the damage done to the Society
and to medicine by disgruntled members of the pro-
fession who, at a troubled time for the Society, have
written letters to the press containing factual in-
accuracies about it."2
"Perhaps I am trying too hard to be helpful to those
who still express their unhappiness."3

Last summer World Medicine published an article4 voicing
the concern of many members and fellows of the Royal Society
of Medicine about recent events-in particular, the un-
expected resignation of the president, the publication of a
book for the general public on pregnancy and babycare, and
an alleged decline in the society's library services. The article
exacerbated the disquiet. The RSM issued a writ for libel5
against the author of the article, Dr Barbara Evans, and
World Medicine. Fortunately, the writ was withdrawn, with
an acceptance by World Medicine's editor of the RSM's
assurance that some of the facts and figures in it had been
erroneous,6 but some of the questions remained unanswered.

In his official statement after withdrawal of the writ Dr
Michael O'Donnell said that World Medicine had published
the article as an honest attempt to ventilate matters and that
one of the functions of a medical journal was to provide a
forum in which sometimes contentious matters could be dis-
cussed. So far the BMJ has stood on the sidelines, though
the RSM's president, Lord Smith of Marlow, has already
used our correspondence columns7 (and those of the Lancet8)
to inform "as wide a medical readership as possible" about
one aspect of this controversial matter. We had hoped that
the issue would have been resolved by now, but the most

recent exchanges3 between the RSM and its critics-and the
language used in those replies-have forced us to step in and
reassert the right of fellows and members to express their
legitimate anxieties in moderate terms in the medical press.
The busy, distinguished men who run medical organisations

in their "spare time" get few thanks, no reward, and some-
times even abuse for a lot ofconstructive hard work. Moreover,
however hard a society tries to inform its members-through
a journal, a newsletter, or at meetings-many remain un-
informed and some of these criticise in ignorance. Any society
learns to face uninformed criticism, but some have failed to
recognise the importance of dealing with every grievance (real
or imaginary, legitimate or not) so that the individual member
can be reassured.
The BMJ has never believed that the affairs of the RSM

"were in the hands of officers who were either incompetent or
acting from personal motives."' In any society a few matters
have to be decided in confidence, and day-to-day affairs must
be handled by a small group if an organisation is not to grind
to a halt. Yet finally these decisions have to be justified to and
available for debate by the membership at large-as is well
illustrated by the proceedings at the Annual Representative
Meetings of the BMA.
We hope that the committee, chaired by Sir John Stall-

worthy, that is "considering recommendations made by the
acting president"9 will serve to make communication and
debate easier, and we welcome Lord Smith's introduction of
a newsletter (though the first contained little of substance).
Yet the BMJ believes that the original grounds for disquiet
still deserve a public airing rather than mere pleas for trust
from an incoming president.

Firstly, the resignation of Sir John Dacie after only a few
months in office was surprising, given his high scientific stand-
ing and his experience as a past president of a royal college.
In any individual episode some facts about the reasons for such
an action may well have to be kept private: nevertheless, Sir
John's early resignation was a legitimate topic for comment by
the ordinary fellows and members of the RSM.

Secondly, there was the decision by the council of the RSM
to publish the A-Z Pregnancy and Babycare (a book aimed at
the lay public) without consulting the two sections of the RSM
(paediatrics and obstetrics) most closely concerned with its
subject matter. So far as we know, the questions raised in the
Lancet10 by a group of eminent paediatricians concerning the
nature and qualifications of the Health Care Foundation and
on the future policy on this type of publication have still to be
answered. Again, we believe that these are legitimate matters
for concern by the ordinary fellows and members.

Thirdly, there is the claim that the standards of the library
at the RSM have deteriorated and that one of the society's
principal investments (Chandos House) is underused. Yet
again, we suspect that there are good reasons for these alleged
deficiencies: for a low annual subscription, the RSM is trying
to provide library and residential services and a journal as well
as its national and international medical activities. Neverthe-
less, the anxieties are the legitimate concern of ordinary
fellows and members, anid they are unlikely to be allayed by
saying that two columns of complaints could not possibly be
dealt with in any detail in a single letter and that the writer
should come and talk to the president about the things that
have troubled him.3
What has troubled the BMJ about this sorry saga (and, like

all our leaders, 'he opinions expressed here are those of the
journal) has been the apparent attitudes in the replies to what
we think are legitimate anxieties. The RSM belongs to its
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fellows and members, so that its current problems warrant
the widest professional discussion in public. If these anxieties
(which some might think are a storm in a teacup) are treated
in such a way, many fellows and members may wonder how
they can possibly be given a voice in a more fundamental
issue: planning the proper activities for the RSM in the 1990s.

In truth, Lord Smith has a difficult task as an incoming
president of the RSM at such a critical time, particularly
when decisions over plans for refurbishing and extending its
buildings have to be taken. He is a surgeon of international
repute; a notable ex-president of the Royal College of Sur-
geons; one of the few really witty after-dinner speakers in the
country; and a first-class violinist, cricketer, and bridge-player.
Anyone who doubts the existence of the Renaissance universal
man need look no further for a present day example. Surely
with this talent-and his considerable political skill-Lord
Smith must be aware that the questions that have been raised
will not go away by being left unanswered or by offers to
discuss them in private. Nor will browbeating force the
questioners into silence. If one fellow or member raises them,
they are also likely to concern others. Neither Dr Birdwood'
nor the group of paediatricians (present and former officers
and council of the section of paediatrics)10 are dissidents nor
are they agitators: they are sincere men truly concerned with
the interests of their own society. Their doubts should be
answered in full and in public.
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Oesophageal reflux and
its myths
Gastro-oesophageal reflux is one of the most common causes
of dyspepsia, and is often associated with a hiatus hernia in an
x-ray film. Nevertheless, this does not imply a causal relation-
if only because a sliding hiatus hernia may be observed in a
third ofpeople with no appreciable gastrointestinal symptoms.'
Reflux, moreover, may occur without hernia.2 In a group of
patients with indigestion suffering from reflux Phear found no
difference in symptoms between those with and those without
hiatus hernia.3

Price and Castell4 have recently re-examined some of the
myths surrounding the diagnosis and management of this
ubiquitous oesophageal disorder. They reasonably conclude
that the presence of a hiatus hernia bears only a fortuitous
relation to the upper gastrointestinal symptoms, which are in
fact due to reflux. This, then, should be the focus of diagnostic
efforts and of treatment. Nevertheless, the presence and
severity of reflux pain do not correlate with the presence or
extent of oesophagitis. The combination of radiological reflux
and endoscopic abnormality-true reflux oesophagitis-

occurred in only a third of patients with typical symptoms of
heartburn and regurgitation.5 Probably radiology under-
estimates the real incidence of reflux; but more sensitive
methods, such as the acid perfusion test, help to confirm that
symptoms are arising in the oesophagus,6 while intra-
oesophageal pH recording will accurately measure gastro-
oesophageal reflux. 8

Heartburn and regurgitation are the hallmarks of reflux of
gastric contents containing acid and often bile into the
oesophagus. Atkinson9 found good correlation between the
clinical evidence of reflux and manometric evidence of a weak
lower oesophageal sphincter. The antireflux mechanism of the
stomach was further explored by Cohen and Harris,'0 who
confirmed the association between weakness of the sphincter
and symptoms of reflux, and also showed that the presence of
a sliding hiatus hernia does not by itself weaken sphincter
tone. Nor did displacement of the sphincter into the chest
impair the response to increased intra-abdominal pressure.
Increase in sphincter pressure always exceeded increase in
gastric pressure in patients without reflux-perhaps by a reflex
process-but in patients with reflux the opposite occurred;
and there was no difference in response between those with
and those without a hiatus hernia.
Not surprisingly, Cohen and Harris'0 challenge the

rationale of surgical repair of hiatus hernia for controlling
reflux. Palmer," reporting on 1011 patients with "gastro-
oesophageal junctional disease," had previously shown a
remarkable lack of enthusiasm for surgical treatment, having
referred less than 400 of patients for operation in 20 years-
and then only because of complications such as bleeding or
stricture. The clear practical message is that the clinician
should manage the patient initially on a medical regimen pro-
vided that no stricture is present causing dysphagia. Such
simple measures as correcting obesity, avoiding stooping and
cigarette smoking, and sleeping with the head of the bed
raised give rewarding results'2; but the goal of medical treat-
ment should be to strengthen the lower oesophageal
sphincter.
As Price and Castell4 observe, anticholinergic drugs pose a

triple threat to the antireflux pressure barrier by decreasing
sphincter tone and by attenuating its response to stimulation
with hormonal agents and to increased intra-abdominal
pressure.'3 Cholinergic drugs such as bethanecol diminish
reflux and provide definite benefit in patients with chronic
heartburn.14 Antacids are still the basic treatment for
oesophageal pain and give prompt relief. As well as reducing
the irritant potential of refluxed gastric contents they also
increase the production of gastrin by the antrum, the raised
serum gastrin concentration acting to improve sphincter tone.
So far metoclopramide has proved to be the most effective
drug for tightening the sphincter and controlling reflux,
though the H2-receptor antagonists-notably cimetidine-
may yet prove to have considerable value; controlled trials,
however, have not been carried out.

Retrospective surveys suggest that, after 10 years' medical
treatment, 60% of patients remain symptom free or are much
improved.'5 The unfortunate minority of patients for whom
medical management is ineffective or inadequate need surgery,
particularly when work, recreational activity, and sleep are
interrupted. Edwards and his colleagues'6 found little to
choose between the success of transthoracic and of trans-
abdominal repair. Hence they suggest that physicians are
perhaps still unduly reluctant to recommend surgery. Cer-
tainly most of their patients were grateful for the relief
obtained.
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