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Pointers
Preventive Medicine: Advantages and dis-
advantages of multiple screening of women
patients in a general practice assessed. The
most common conditions found were anaemia,
bacteriuria, raised blood pressure, obesity, and
hypercholesterolaemia. Actual screening does
not require presence of a doctor (p. 643).
Immune Status and Gastrectomy: Pre- and
post-operative immunofluorescent examination
of serum in 51 patients failed to demonstrate
circulating parietal-cell antibodies, and thus
failed to support the hypothesis that these arise
as a result of damage to gastric mucosa (p. 647).
Splenomegaly and Malaria: Gross spleno-
megaly in children is most likely to be due to
malaria in Uganda (p. 649).
Chronic Bronchitis: Evaluation of treatment re-
quires objective criteria, and a simple method
using measurements of lactic dehydrogenase
activity can distinguish between infected and
uninfected cases (p. 654).
Kidney and Leptospirosis: Estimation of serum
creatinine may give best guide to cause of
impaired renal function, and indicate need or
otherwise for fluid replacement (p. 656).
Fibrinolysis and Exercise: Fibrinolytic response
in healthy middle-aged subjects not statistically
different from that in young subjects (p. 658).
Hand-Foot-and-Mouth: Epidemic of human
form of disease communicated by Coxsackie
A.10 virus strains in New Zealand (p. 661).
Plasma Cortisol Levels: Single-dose dexa-
methasone suppression test appears to be of
value only as rapid screening procedure to ex-
clude subjects with a normal response (p. 665).
Renal Transplantation: Daily analysis of
enzymes in urine provides convenient method
for early detection of tubular necrosis (p. 667).
Ulcerative Colitis: Role of surgery (p. 671).
Today's Drugs: Sulphonamides (p. 674).
Coeliac Disease: Adult case resistant to treat-
ment (p. 678). Leader at p. 640.
Domiciliary Midwifery: Domestic help for con-
finements in Holland, where about 70% of
deliveries are at home (p. 688).
Health Centres: Report of Second Ministry
conference (p. 690). Leader at p. 641.
Birthday Honours: Medical list (p. 692).
Personal View: Mr. Milo Keynes (p. 693).
LM.C. Conference: Report of second day's
proceedings (Supplement, p. 197).
G.M.C.: Report of Disciplinary Committee
(Supplement, p. 206).
B.M.A. Council: Proceedings (Supplement, p.
211).

Severe Head Injuries
In 1963 107,000 patients with head injury were admitted to hospitals
in Britain-an increase of more than 50% on the number in 1955. Most
of these injuries are caused by road traffic accidents. In the majority of
cases the injuries are relatively minor, and full recovery can be expected
after varying periods of time, depending on factors such as age, personality,
and social circumstances. But the severe cases present serious problems,
and their management has been helpfully discussed by Walpole S. Lewin'
and by P. S. London2 in two recent papers.

Sqvere head injury is difficult to define precisely. While the length of
the post-traumatic period of altered consciousness (post-traumatic
amnesia) is a good guide in most instances, it cannot alone be relied on

in excluding serious complications such as intracranial haemorrhage or

infection, or focal cranial nerve or brain damage. It is simplest to regard
a severe head injury as one which has severe though not necessarily
permanent effects on intracranial function. Lewin estimates that in
Britain each year there are 4,700 cases of head injury with post-traumatic
amnesia of more than 24 hours-his index of severe head injury. The
mortality in this group is about one-third. Lewin further calculates that
1,200 of these patients are subsequently so handicapped that they have
either to work at a simpler level (60%) or they require special care (40%).
Extrapolating from different clinical material, London estimates that half
of the 1,000 persons with marked brain damage who survive each year will
never work again. Of these about 400 will continue in a state of helpless
unconsciousness for one month or more, and a few will continue in that
condition for some years if carefully treated.

That so many patients survive grave head injury reflects the modem
appreciation of the variety of factors which go to produce brain damage.
Cerebral contusion and haemorrhage cause obvious damage, but respi-
ratory complications, anaemia, hypoxia, brain swelling and infarction, and
metabolic disorders can all cause severe lesions. These complications can

be successfully treated in well-equipped neurosurgical and general surgical
departments. Ultrasonic techniques and angiography have made the
diagnosis of intracranial haemorrhage simpler, and the appropriate surgi-
cal measures are well established. Tracheostomy is widely employed to
overcome inadequate ventilation; loss of blood, often due to associated
injuries, is made good by blood transfusion; electrolyte disturbances are

corrected; and artificial feeding is used as required. Not least in securing

a higher survival rate in unconscious patients has been the part played by
better nursing care.

These advances in treatment, largely stemming from experience gained
in the second world war, have restored many people to a full life. How-
ever, many survivors are left with such marked manifestations of brain
damage that there may be more misery and tragedy in survival than in
death. Doctors are familiar with cases of profound physical and mental
defects where the patients are dependent on their families or, less
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commonly, the hospital service. The extreme example is the
unconscious patient kept alive only by the efforts of nursing
and medical teams. Nevertheless, the existence of such
tragedies does not deter surgeons from labouring to save the
lives of gravely injured persons, for in most cases the outcome
cannot be foretold in the early stage.
Though the standards of treatment of acute head injuries

may not be uniform in Britain, there has been a great overall
improvement, and the lessons learned in neurosurgical prac-
tice are widely employed. Rehabilitation of the severely
injured is a different matter. Almost 30 years ago Cairns
and Symonds showed the way by establishing a centre for
convalescence and rehabilitation at Middleton Park in associa-
tion with the Military Hospital for Head Injuries at Oxford.
Unfortunately the experience gained has not been widely used
in the National Health Service. The restoration of patients
with head injuries requires a wide range of therapeutic aids,
physiotherapy, occupational therapy, speech therapy, retrain-
ing, and continuing neurological supervision. These needs
are best met in centres with staff who understand the patients'
temperamental difficulties and defective intellectual func-
tions. Those with substantial physical defects or who live
at a distance need residential accommodation. Most of these
requirements could be met in well-equipped general hospitals
with appropriately experienced staffs, but residential
accommodation is rarely provided and integration of the
treatment programme is often lacking. Lewin's suggestion
that a medical social worker should bridge the gap between
clinicians and other workers engaged points the way to an
inexpensive method of improving the service, but there is a
clear need to develop rehabilitation facilities more widely
throughout the country.
However good the services, there will always be a substan-

tial group of patients, perhaps 750 a year, who will be able
to work only at a reduced level of efficiency, and another
group of some 450 who will never work again. There will
also be a few who will need permanent hospital care. London
writes of the unhappiness caused within families by serious
changes in temperament and behaviour in patients after head
injuries, and this is a problem only too familiar to doctors.
While supportive psychotherapy and medication can be
helpful in these tragic cases, in the current state of our know-
ledge the problems these cases present are insoluble. The
weight of the load that a family can bear must be recognized,
and when it proves too great the patient should be removed
to a hospital or to a mental hospital, as circumstances dictate,
for long-term care. Thus if the overall incidence is 1%,
there are also each year about 1,000 new cases of epilepsy
due to intracranial trauma. In many cases the seizures can
be well controlled, but as a further cause of disability they
are by no means negligible.

Prevention of accidents is a matter ultimately for every
citizen, but doctors especially must continue to encourage all
measures designed to reduce accidents on the roads, in
industry, and elsewhere. The work of Professor Gissane and
his colleagues has shown how in many cases the medical pro-
fession can point the way to accident prevention. We should
also ensure that the many problems of patients with head
injuries, including their need for more organized rehabilita-
tion facilities, are appreciated by the Ministry of Health,
boards of governors, and regional hospital boards. The
national problem is too large to be ignored.

Lewin, W., Brit. med. 7., 1968, 1, 465.
2 London, P. S., Ann. roy. Coll. Surg. Engl., 1947, 41, 460.

Pott's Paraplegia
In 1799 Percivall Pott described paraplegia caused by spinal
tuberculosis and the basis of its cure-drainage of the abscess.
Even when surgical decompression of the spinal cord became
technically possible the operation remained hazardous for
many years because of the risk of dissemination of the
disease. As the value of improved nutrition and rest as
essential parts of treatment became apparent the chances of
survival from operation improved, so that by the mid-
thirties' 2 the risks of surgery were much outweighed by the
advantages of decompression. The introduction of anti-
tuberculous chemotherapy completed the trend towards an
active surgical approach.3
Nowadays a surgeon can gain experience in the manage-

ment of tuberculosis of the bones and joints only if he chooses
to work in less developed countries.4-6 Some of the last
series published in Britain7 8 confirmed the growing belief
in early surgery not only for Pott's paraplegia but also for
its predecessor spinal tuberculosis (and it is irrational to
consider the basic disease process and its grave complica-
tion separately). As spinal tuberculosis has become less and
less common the chances of repeating useful clinical investi-
gations in Britain have become remote. Nevertheless, the
disease could return if the mycobacterium became increas-
ingly virulent and resistant to antibiotics.9
The classical condition described by Pott is a paraplegia

of early onset, in which pressure is due to tuberculous pus,
granulation tissue, and necrotic material; there may also be
vertebral collapse. Treatment is by immediate administra-
tion of full antituberculous chemotherapy followed by early
exploration, evacuation of the pus, and stabilization by bone-
grafting if necessary. With such treatment the prognosis for
recovery is excellent. If neurological symptoms or signs are
present the patient should be kept in bed. After operation
there should be a long course of chemotherapy. Late onset
of the paraplegia can be due to compression by scarring or
sometimes to pressure from the bony ridge of the kyphosis;
these forms of the disease have a worse prognosis.

There is less agreement on the choice of operation. A
transthoracic approach to the dorsal spine is widely favoured,
since contamination of the interpleural space is not commonly
followed by tuberculous pleurisy. The alternative lateral
approach to the thoracic spine developed from the technique
of simple decompression of an abscess ; the sides of the bodies
and the spinal canal can be fully exposed if some pedicles
are removed. This approach is easier when kyphosis is
present, and indeed this deformity makes the transpleural
approach less efficient.
When the disease focus is exposed the necrotic material

can be removed, so decompressing the area and at the same
time reducing the risk of chronic infection. The cavity may
then be packed with a bone graft, though some surgeons
prefer to perform a formal type of arthrodesis using auto-
genous rib.10 If an excessive quantity of bone is removed

Alexander, G. L., Proc. roy. Soc. Med., 1946, 39, 730.
2 Capener, N., 7. Bone 7t Surg., 1954, 36B, 173.
Paus, B., Acta orthop. scand., 1964, Suppl. No. 72.

4Dickson, J. A. S., 7. Bone 7t Surg., 1967, 49B, 682.
Guirguis, A. R., 7. Bone Yt Surg., 1967, 49B, 658.
Kohli, S. B., 7. Bone Yt Surg., 1967, 49B, 668.
Konstam, P. G., Tubercle (Lond.), 1964, 45, 179.
Shaw, N. E., and Thomas, T. G., Brit. med. 7., 1963, 1, 162.
Capener, N., 7. Bone Yt Surg., 1967, 49B, 605.
Cook, W. A., Shaw, R. R., Webb, W. R., Clark, W. K., and Shah,
H. H., Aimn thorac. Surg., 1967, 4, 291
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