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Pointers
Inquiry into N.H.S.: B.M.A. Council requests
Government to set up independent inquiry
(Supplement, p. 245).

Intensive Therapy: Dr. G. J. Rees and
colleagues describe the arrangement, work, and
management of a paediatric unit (p. 161 1).
Leader at p. 1609.
Small-intestinal Disease: Dr. John Lindenbaum
and colleagues report subclinical malabsorption
syndromes from East Pakistan (p. 1616).

Depressive Illness : Dr. A. Elithorn and
colleagues emphasize the physiological compo-
nents of endogenous depression by demonstrating
diurnal variation in urinary constituents (p.
1620). Leader at p. 1606.

Haemophilia: Dr. J. Stuart and colleagues
found the number and duration of haemorrhagic
episodes decreased with age in a five-year pros-
pective study (p. 1624). Dr. S. H. Davies and
colleagues describe successful management of
intracranial bleeding (p. 1627). Preliminary
report on dental haemostasis with epsilon-amino-
caproic acid and sutures (p. 1633). Leader at
p. 1608.

Transfusion for Severe Anaemia: Dr. R. H.
Philpott and colleagues from the University of
Natal found exchange transfusion produced
improvement required for urgent surgery more
rapidly than packed cell infusion (p. 1630).

Broncholithiasis: Expectoration of intrapleural
calcification as broncholiths (p. 1635).

Perforation of Intestine: Due to trauma (p.
1636).
Eczema: Dr. Brian F. Russell describes manage-
ment and treatment in his Current Practice
article (p. 1637).

Today's Drugs: Niridazole (Ambilhar) (p.
1640).
Clinicopathological Conference: Scleroderma
with pseudo-acanthosis nigricans (p. 1642).

Occupational Therapy: Opening lecture at the
North Staffordshire Medical Institute by Dr.
A. Meiklejohn (p. 1648).

Termination of Pregnancy Bill: Joint state-
ment of B.M.A. and R.C.O.G.; text of Bill
(p. 1649). Letter from Professor J. Scott (p.
1654). Leader at p. 1607.

Doctors and Drivers: Teach-in held by Kent
Postgraduate Medical Centre (p. 1651).

Pertinax: Without Prejudice (p. 1653).

Face of General Practice: Letters (p. 1658).

Service Doctors' Pay: Statement in Parliament
(p. 1661). Letter at p. 1658.

G.M.S. Committee: Supplement, p. 245.

Hospital Medical Staff: Negotiations with
Ministry commence (Supplement, p. 248).

Teaching on Patients
That student doctors cannot be taught medicine without patients is fully
acknowledged by the general public, so fully that the relationship between
patient and teaching hospital nearly always runs smoothly. The rare
exception is a reminder that both sides to the relationship-hospital staff
and patient-have certain obligations to each other and to the community
generally. It is only to be expected, however, that occasionally a patient's
wish for privacy should conflict with the requirements of medical
instruction.
Most patients quickly come to realize that there are certain gains in

being a patient in a teaching hospital. Inexactitudes or even errors
of diagnosis or management are less likely when the staff are more
numerous than in non-teaching hospitals, when the consultant is under
the critical eye of students, and when house-staff and senior residents raise
doubts and queries which lead to a deeper understanding of the patient's
disorder. Patients frequently express gratitude for the time and interest
spent on their problem, and the realization gets round the ward that those
who are the subject of teaching are indeed fortunate. Private patients
who are prepared to pay for geographic but not scientific or intellectual
isolation in a teaching hospital have expressed the same gratitude.'
Moreover, the complexity of modem medicine often makes individual
doctoring undesirable because no one doctor can undertake everything.
Patients appreciate that the hospital aiming at exemplary standards is
also the place in which their afflictions stand the best chance of full
appreciation and skilful management. Increasing numbers of hospital
patients have scientific knowledge, and it is not surprising that they can
understand much about their condition and co-operate intelligently in its
management.' Such understanding is essential in the' control of such
conditions as diabetes or chronic kidney disease. Indeed the success of
chronic renal dialysis in the home depends as much on the patient's
understanding of his disorder as on the medical staff's skill.'

Nearly all patients appreciate the advantages of being in a teaching
hospital, but perhaps the benefits might be publicized a little more: the
Welfare State has tended to suppress and discourage the community's con-
cern in its own welfare. It should also be made clear that teaching hospi-
tals do not select for admission patients who are deemed particularly suitable
for teaching. They welcome their responsibility to provide medical care
for the surrounding community and readily accept all comers provided the
beds are available. On' the other hand, because of special skill and facilities
they have an obligation to a wider community too, and must accept from
less well equipped or staffed non-teaching hospitals patients who present
particular problems in diagnosis or treatment. To do otherwise would
mean uneconomic duplication of services and dilution of expert experience.
No teaching hospital would refuse admission to a patient who does not
wish to be the subject of teaching, but the acceptance of such a patient,
in place of one who appreciates the advantages of teaching, inevitably
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deprives the student doctor of experience and is to the detri-
ment of the community as a whole.
What are the disadvantages, real or imagined, to the patient

attending a teaching hospital, and do they weigh heavily
against the advantages to the patient and the necessities of
teaching ? Most patients are naturally apprehensive when
they come to the outpatient department or are admitted to
hospital. Their fears are likely to be heightened if they are
met not merely by one strange doctor but by a doctor with
a group of students. Here much can be done by the hospital
staff from the receptionist through the nursing staff to the
doctor to establish rapport and ease the patient's concern.
On this first encounter the happiness and comfort of the
patient greatly depend. Modern medical education requires
that student groups must usually be limited to six or eight.
Students are nearly always sensitive of a patient's feelings,
but it might help patients to know that clinical students are
already experienced men and women, often university
graduates, and about one-third of them married. A kindly
greeting from the teacher is clearly as essential as good
manners, and no good doctor will fail to show an all-absorbing
interest in the patient when receiving the history. (To take a
history by interrogation will result in learning only about half
of the patient's problem.) A secure, experienced teacher, who
refuses to see too many patients per session, will have no
difficulty in establishing trust and sympathetic co-operation.
Lacking personal inhibitory problems, a physician can usually,
even in the presence of student doctors, discuss without
embarrassment to the patient or himself such personal matters
as contraception and sexual gratification.
No systematic study has been made of the very few patients

who decline to be taught upon, but there must usually be
a psychological reason for their attitude. They are seem-
ingly always women; most are middle-aged, and they often
dislike biology or scientific subjects, or else have bizarre and
inaccurate ideas about medical science. Patients have a
perfect right to refuse to be taught upon, and the doctor must
accept this right with good grace. At a second visit the
patient may behave differently, perhaps because her fears
have been dispelled. Refusals are so rare that a dispropor-
tionate issue should not be made of it. Though most patients
attending a teaching hospital know they may be the subject
of medical instruction, it is wise to draw attention to this
eventuality on the outpatient appointment card or the printed
information now sent to forthcoming inpatients, and perhaps
to point out at the same time that co-operation in it is a
valuable contribution to the community. General practitioners
can help by recognizing the occasional patients who would be
averse to teaching and sending them to non-teaching hospitals.
Even if the grounds for complaint are few, much could be

done, given the money, to improve the present situation.
Outpatient consulting-rooms should not be too large nor
furnished like a supermarket. Examination rooms should be
rooms and not curtained-off alcoves. Soundproofing must be
adequate, and the all too common practice of six doctors
working in one large room should be ended by providing
the accommodation that patients and doctors deserve. The
skilful use of blankets and coloured Turkish towelling and
dressing-gowns can allow a complete physical examination
without embarrassing exposure. Rectal and vaginal examina-
tions are so personal a matter that they should be conducted
in privacy with only the consultant, the attending nurse, and

the one student who is the patient's appointed friend and
confidant in attendance. It is worth noting that the proud
expectant mother in the second half of her pregnancy is
usually at ease in this situation. Much should be done to
improve inpatient teaching facilities. Few hospitals, teaching
or otherwise, have a room adjacent to the ward in which a
patient can be interviewed in private. It is as uncomfortable
for the houseman as for the patient to receive a history when
separated from a neighbouring patient by a bare 5 ft. and a
linen curtain. The open ward round should go and with it
open discussion of the patient's illness in front of other
patients, but how many teaching hospitals yet have clinic
rooms to which the patient can be wheeled and where certain
aspects of their case can be discussed after they have returned
to the ward ?

In short, the response which every member of the staff of a
teaching hospital would like to see was recently expressed by
a patient in a famous London teaching hospital, who wrote
on behalf of all those in her gynaecological ward: " At all
times we have been treated with great courtesy and at no time
have we felt any loss of dignity. . . When I have my
operation, I hope the medical students who attend my con-
sultation learn something from it." '

I Bayliss, R. I. S., Lancet, 1964, 1, 770.
2 Mitchell, J. P., ibid., 1964, 1, 825.
1 Brit. med. Y., 1966, 1, 1433.
4 Wright, M. V., Daily Express, 15 December 1966.

Rhythm of Life
Travel by jet aircraft has brought home to us that we are
creatures of rhythm. We live adapted to a particular light
rhythm, a particular repeating daily timetable, and suffer a
malaise for a few days whenever jolted out of it. Every
passenger who crosses the Atlantic finds his hunger, his urge
to sleep, his enthusiasm for work, and his clear-headedness
arising at the wrong times. The cosmonaut fired into orbit
suddenly starts a life where day swiftly follows night in
minutes, not hours. The soldier deposited for manceuvres
within the Arctic circle may face a summer day (or winter
night) weeks long; and how to maintain the efficiency of both
in a dramatically changed environment is a problem for the
military scientist. The much less glamorous question of
industrial health and the efficiency of the worker in industry
on a different shift each week has received less attention.

There are many diurnal or circadian (" about a day long ")
bodily rhythms. Some of them, such as body temperature,
seem to be a direct consequence of changes in voluntary
bodily activity as the day goes on, but others are endogenous,
primarily independent of the vagaries of environment, though
adaptable to it-sleep, for instance, or sodium and potassium
in the urine. The excretion of these electrolytes waxes and
wanes through each 24 hours regularly and steadily, un-
affected in rhythm by the nature of the diet or the times of
meals or by periods of bed rest or labour. Usually there is
a maximum around midday, a minimum around midnight.
The Londoner suddenly transported to New York continues
to keep Greenwich mean time for a few days so far as his
urinary electrolytes are concerned, and then the sodium peak
shifts round to the New York noon, and the potassium peak
follows days later. Thus the body has internal clocks of its
own, keeping approximately 24-hour time even in the presence
of changed environmental cues, or in their total absence in
sensory isolation. The sodium clock and the potassium clock
must have separate mechanisms, and both can be reset by
local circumstances.

Such internal clocks governing many different physiological
or biochemical processes are well known throughout the
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