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enteritis with severe dehydration is still common, as it is
also among the poorer communities of some better-off
countries. A recent report from South Africa by H. de V.
Heese and colleagues' gave some pertinent information.

In their hospital in Capetown, as well as in many other
places in Africa and Asia, gastro-enteritis is so common that
infants have to be treated either in large special wards or
in the " drip-room" in large tents in- the open air, often
by their hundreds each day. The parents bring their infants
for treatment in the morning and help to look after the babies
during the day. At night the drip is taken down and the
babies are taken home till next morning, when they return for
the next intravenous infusion, if this is still indicated. In
such conditions it is obvious that the simplest, most effective
treatment must be given which is applicable to the large
majority of babies, for individual and repeated electrolyte
studies cannot be performed as a routine. It is fortunate
that such therapy is possible after simple clinical assessment
and with a few standard intravenous solutions.
Not all infants with diarrhoea and vomiting require intra-

venous therapy. In early and mild cases replacement of milk
by glucose-saline feeds until the vomiting has ceased is usually
sufficient. This is followed by the gradual building up of
milk feeds according to the infant's tolerance over a period
of three or four days, by which time the diarrhoea usually
ceases, either on its own or through the use of one of the many
antibacterial agents now available.

In more severe cases intravenous therapy is essential. Such
babies are usually clinically dehydrated and suffer from
metabolic acidosis. Clinically the acidosis shows itself by
the increased rate and depth of the respiration. Dehydra-
tion is shown by a decrease in skin turgor. The baby's colour
is grey, its eyes are sunken and soft, and its anterior fontanelle
is depressed. The baby usually, but not always, feels cold.
In isotonic dehydration it is lethargic, and in hypotonic
dehydration it may even go into coma, while in hypertonic
dehydration irritability is notable. The degree of dehydra-
tion may be estimated by the severity of these symptoms and
by the loss of weight as judged by records (if available) or
by the difference between the expected and actual weight of
the baby. In profound dehydration signs of shock appear
with rapid, thready pulse and very low blood-pressure. The
volume of urine passed is very low, but owing to the young
kidneys' relative inability to concentrate the specific gravity
is not high.

In acute dehydration with metabolic acidosis the carbon-
dioxide content of the serum is usually very low and the
bicarbonate level may be as little as 5 mEq/litre. The level
of sodium may be low or high, while that of potassium is
more often low than high, though the true deficit of potassium
from the cells is not necessarily reflected in the serum levels.
The blood urea is often raised. More accurate assessment
of the acidosis can be obtained by estimating the pH of
arterial blood, but this is rarely done except for the purpose
of specific investigations.
The main problem is to replace the lost fluids and electro-

lytes and provide for the baby's nutritional needs while
allowing for the continued excessive losses until the diarrhoea
has been brought under control. Although the normal
electrolyte balance in the body is maintained by many compli-
cated hormonal and biochemical mechanisms, not all of which
are yet fully understood, the principles and practice of treat-
ment are relatively simple, as has been shown by many

authors, including Dr. Heese and his colleagues. So long
as an adequate volume of an isotonic solution is offered, the
kidneys are remarkably competent to conserve or excrete
electrolytes according to need. In most instances it is not
necessary to give alkalis, such as 4% sodium bicarbonate or
1/6M sodium lactate solutions. In the controlled trial in
Capetown the infants treated with half-strength Darrow's-
2.5% dextrose solution improved satisfactorily, as did
those who were given sodium bicarbonate in addition. A
normal acid-base balance was achieved quicker in the latter
group, but by 24 hours there was no difference biochemic-
ally between the two. Nevertheless, in very severe cases, with
profound dehydration and acidosis, the addition of sodium
bicarbonate or of 1/6M sodium lactate is a life-saving
emergency measure. Naturally, under good laboratory con-
trol more precise treatment is possible, particularly with
regard to potassium replacement. But as the intravenous
administration of potassium can be dangerous it is best to
give it by mouth unless the physician has great experience
in this field of therapy.

I Heese, H. de V., Tonin, C., Bowie, M.D., and Evans, A., Brit. med. Y.,
1966, 2, 144.

Selection and Pecking Order
The traditional role of the doctor is to identify and treat his
patient's ills, and his patients have selected themselves by
consulting him in the first place. A doctor is not usually
required to select people having certain qualities which fit
them for a particular task, though there are occasions when
he may be asked to do that. This is exceedingly difficult
because he can never be sure that those he rejected might not
have performed better than those he selected, whereas a
disease he misses may often become obvious enough later.
The difficulties of selecting for certain positive qualities

arise in many fields, and a familiar case is the selection of
medical students. Most persons concerned in this have a
fairly clear idea of the sort of men they want as future
doctors, but they are to a certain extent crystal-gazing in
trying to predict what a man will be like five or six years
hence. Never far from the interviewer's mind is the thought
that his selection procedure may have eliminated a poten-
tially good doctor, and very much to the forefront is the know-
ledge, based on bitter experience, that he is selecting a certain
number who will fail at one stage or another.
The public and armed services have a wealth of experience

in the problems of sorting out men for particular tasks. One
example is the selection of aircrew. Here special attention
is paid because training is expensive and highly technical
and failure can be disastrous in terms of national effort and
life. The criteria used to select aircrew are not restricted
to that procedure alone.1 To fly an aeroplane requires
intelligence, mechanical and scientific aptitude, a high degree
of proficiency in motor skills of various kinds, and the
temperament to deal with complicated and unexpected situa-
tions. These are the qualities in fact needed to hold many
responsible positions in our society. Though it is clear in
the abstract that certain qualities are desirable and others
are not, when it comes to detecting and measuring these
qualities in selection procedures every interviewer has his own
yardstick. A battery of tests for various skills and aptitudes
combined with interview has been found to work in practice-
up to a point. In the selection of aircrew the aptitude scores
are well correlated with subsequent success at training, but
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there is still a wastage rate. This rate depends on how
complex and arduous the subsequent training is, and a high
wastage rate may show simply that the selection procedure
was no more than a preliminary sieving out of the obviously
unsuitable. Thus it might be regarded as desirable that a
certain proportion of medical students should fail their
examinations, though this would be hard on the individuals
concerned, because it would indicate that the initial selection
was not so exclusive as to eliminate the upusual candidate or
the late developer. There are dangers in measuring the
success of selection from examination results because results
tend to alter with the average capabilities of those selected.
If the average fluctuates, the standard of the examination
tends to follow suit; there can be no absolute standard.
This danger is less if large numbers of candidates are inter-
viewed by different selection panels.
On the whole it is far easier to test the various physical

skills than it is to test the more elusive qualities of mind
and temperament, the qualities that enable a man to perform
some feat of courage and intelligence when the occasion
demands. Recently Captain J. G. Perry, of the U.S. Air
Force, discussed some of the criteria used in selecting men
for space missions.2 Two facts should be noted. First, the
fifteen candidates he describes were career officers in the
U.S. Air Force and U.S. Navy and had already been highly
selected on entry to the services and during training.
Secondly, selection has been successful in that set-backs in
the American space programme have all been technical and
have not been caused by failure of the astronauts, though of
course it will never be known how those not selected would
have performed.

Several features of general interest emerge from the study.
One is that all the men interviewed were enthusiasts, and the
comment is made that they would have been successful in
any profession if chance had not led them to be fliers.
Another is that all the men had experienced emergencies in
which their lives were threatened and they had been able to
deal with the situation in a cool and detached manner,
overriding the classical flight-fight response; all had experi-
enced anxiety but never during the actual emergency. This
kind of mental detachment is important because it enables
the individual to react rationally to the threat and to take
appropriate action. Fear reduces the efficiency of adaptive
behaviour, but on the other hand it actually improves perform-
ance in simple conditioned responses; hence the importance
of training.

In selecting men for space missions there have been
conscious attempts to match the man to the job according to
his capacity to withstand certain stresses, such as isolation,
sensory deprivation, immobility, and overload of information,
but, as Perry says, " How can simulation give rise to the feel-
ings of expectation, realization, accomplishment and fulfilment
which . . . will exist in every instance at the moment of the
mission ? " All astronauts, not surprisingly, have reported
these feelings as dominant during the mission, and presumably
there were physiological concomitants to these feelings every
bit as powerful as those to anxiety and other negative states.
Each candidate was assessed by two psychiatrists, a clinical

psychologist, and by the other candidates themselves. Assess-
ments were made independently and a number of ranking
orders established. There were considerable differences in

the order in which each member of the psychiatric team
placed the candidates, but most interestingly there was better
agreement among the fifteen candidates on their own pecking
order. The composite orders of all the evaluators and all the
candidates also differed, but there was fair agreement at the
lower end, three candidates being put in the lowest five in
each list. This result confirms a widely held impression that
it is easier to select out or eliminate than it is to make a
positive choice. At the top end the disagreement was great.
Only one of the first five candidates chosen by the psychiatric
team appeared in the candidates' first five, and the candidates'
top man was only twelfth on the psychiatrists' lit. Perry
says'that this disagreement should not detract from the validity
of psychiatric impressions, since psychiatrists used psychiatric
criteria, whereas the candidates used test-pilot criteria. But,
as Perry says, "Who, at this point, is to say that their
selection is less valid than the one which is psychiatrically
determined ? "

It would seem reasonable perhaps to place more weight on
psychiatric assessment in eliminating candidates, because a
psychiatrist is more familiar with pathological states, latent
or overt. But in drawing up a ranking order of successful
candidates the candidates themselves may be in a better
position to establish their own pecking order. One does
after all judge a man by the company he keeps, and much
can be learnt about a medical student from the opinions of
his fellow students. It is probably impracticable to introduce
the house-party selection procedure for medical students, but
it might eliminate some of the more disastrous mistakes in
selection.

See " Aircrew Performance," Section 8, in Textbook of AviationPhysiology, ed. J. A. Gillies, 1965. Oxford.2 Perry, J. G., 7. Amer. med. Ass., 1965, 194, 841.

Maternal Deaths
One of the most instructive pieces of self-criticism which the
medical profession undergoes is the Confidential Inquiry into
Maternal Deaths in England and Wales. To the three
previous reports`3 a fourth has recently been added.4 The
inquiry provides an analysis of all the deaths which were due
to or associated with pregnancy or childbirth. One of the
chief features of the investigation is the assessment by the
Ministry of Health's consultant advisers on obstetrics of
"avoidable factors " in the circumstances of the deaths.
During 1961-3 there were 2,550,252 births and 816

maternal deaths directly due to pregnancy. It is worth
noting that in the first three-year period (1952-4) of the
inquiry the maternal death rate was more than double that
in the present series. Confidential reports on the deaths due
to pregnancy or childbirth and to associated causes showed
that the four main causes in order of frequency were abortion,
pulmonary embolism, toxaemia, and haemorrhage.

There was evidence that 77 (55.4%) of the 139 cases of
abortion were illegally procured. Of these women 21 were
married, 25 were unmarried, and for 31 the marital status
was not given. There were seven other cases in which the
probability that abortion had been procured was very great
but proof was absent. Of the five deaths following
therapeutic abortion, one was due to carcinoma of the breast,
one to shock, one to septicaemia, and two to pulmonary
embolism.

Thirty-six of the 129 deaths from pulmonary embolism
occurred during pregnancy, compared with only four in the
1952-4 series. No explanation can be given for this rise.
There was, however, a fall in the number after vaginal
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