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the spinal column may be weakened, and whenever possible
the posterior elements should be preserved. Whatever the
approach, the aim of treatment is to replace the diseased
tissues with sound, healthy bone.

Restraint of Professional Activities
It is an old principle of law that contracts in restraint of
trade are unenforceable unless they are deemed to be reason-
able in the public interest and in the interest of the parties.
For this reason restrictive covenants incorporated into the
sale of a business or a professional practice have to be drawn
with care. For centuries the courts have decided that, sub-
ject to certain exceptions, it is wrong that a man should be
deprived of the opportunity of earning a living in the manner
of his choosing. But until a recent case this principle had
not been applied to the rules of professional bodies regulating
the conduct of members, though every professional body
imposes restraints on the money-making activities of its
members.
The House of Lords has now confirmed the decisions of

Mr. Justice Pennycuick' and the Court of Appeal2 declaring
it to be outside the powers of the Pharmaceutical Society of
Great Britain to enforce a motion of the Society designed to
place restrictions on the siting and trading activities of new
pharmacies and extensions of existing pharmacies. The
restrictions on sales were intended to cover goods other than
the traditional toiletries and photographic equipment. It is
worth noting that none of the judges involved in this case
accepted the submission made on behalf of the Pharmaceutical
Society that the doctrine of "restraint of trade " did not
arise.
The litigation was begun at the suit of Mr. R. C. Miller

Dickson, a member of the Pharmaceutical Society and a
retail director of Boots Pure Drug Co. Ltd. He wanted to
resist the promotion of the Pharmaceutical Society's policy
aimed at imposing new restrictions on the trading activities
of pharmacists. The policy was formulated in a motion
passed at a special general meeting of the Society at the
Albert Hall on 25 July 1965.

In giving his judgement Lord Upjohn3 suggested that the
reason why the doctrine of " restraint of trade " had not been
previously applied to the rules of professional bodies was that
a profession called on its members to serve the public by
offering them highly technical and always confidential
services which required a different standard of conduct from
that of the tradesman. Therefore the public's reliance on
professional men is such that a different and more restrictive
code is acceptable. The professional man must submit to
some restraints of trade such as prohibitions against adver-
tising and undercutting charges. In other words, though the
law on restraint of trade applies to professional rules of con-
duct, the courts will be more ready to accept such restraints
as being reasonable than they would if the restraints were on
trading contracts and contracts of service.

In the present case the Pharmaceutical Society had declined
to be drawn into a detailed examination of whether or not the
restrictions imposed by the motion of 25 July 1965 were
reasonable. It may be that if the Society had chosen to

fight the case in another way it might have shown that they
were. But what is reasonable or unreasonable restraint ?
It appears that the House of Lords did not decide where the
onus of proof of this question lies. The normal rule is that
the person wanting to enforce a restraint of trade has the
burden of justifying it and showing it to be reasonable as
between the parties concerned. Without actually rejecting a
submission that the same rule should apply to this case, Lord
Reid expressed doubts whether the rule did apply when
restraints existed as part of a code of professional conduct.
As he pointed out, if the ordinary rule were to apply, any
member of a profession who wanted to make more money by
disregarding some long-standing rule of professional conduct
could require the restraint to be justified without himself
having to prove that the rule was unreasonable. Clearly this
question of the onus of proof will be of great practical impor-
tance to the professions.

Brit. med. 7., 1966, 2, 181.
2 Brit. med. 7., 1967, 1 641.
' The Times, 30 May 1968.

Doctors in the Armed Forces
In the early 1960s, after the end of National Service,
recruitment of doctors into the armed Forces was very poor.
In 1962 the Government and the B.M.A. together worked
out a "new deal" for Service doctors, and cadetships were
introduced for medical students. The Government had
accepted that "to attract newly qualified young doctors in
adequate numbers and of good quality they must be offered
a substantial lead over the remuneration which they could
expect in civilian life." 1 General duties medical officers
aged 26 or more were offered salaries some 16% higher
than the average earnings of an N.H.S. general practitioner.
As a result there was a dramatic improvement' in the
recruitment of doctors, many of whom signed on for periods
of up to 16 years.
The pay of Service personnel is reviewed every two years,

but after 1962 successive reviews made it clear that the pay
of Service doctors was linked to that of N.H.S. general
practitioners. All went smoothly until the biennial review
of April 1966, which awarded increases of pay of about
18% to non-medical officers. The Review Body, in its
Seventh Report published in May 1966, gave general
practitioners a rise of about 30% in pricing the new contract
(in addition to an interim rise of 9% given in 1965). If
the differential established in 1962 was to be maintained a
comparable rise should have been given to Service doctors,
but in the atmosphere of the wages standstill they were given
10%/ only.
This cynical breach of faith caused widespread resentment

among Service doctors, and the B.M.A. Council decided'
that the Association could no longer recommend the Services
as a satisfactory career for doctors and refused to accept
advertising for the armed Forces in the B.M.7. Recruitment
fell off, serving medical officers who could do so retired
prematurely, and by September 1967 there was an overall
deficiency4 of 266 Service doctors (14.2%).

In November 1967 the National Board for Prices and
Incomes was asked to keep the pay of Service personnel
under continuous review, and its first report4 on Service pay

I Brit. med. Y., 1962, 1, 1191.
Brit. med. 7. Suppl., 1963, 1, 247.

3 Brit. med. 7. Suppl., 1967, 2, 5.
' National Board for Prices and Incomes: First Report on Standing

Reference on the Pay of the Armed Forces, 1968. H.M.S.O., London.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5606.639-a on 15 June 1968. D
ow

nloaded from
 

http://www.bmj.com/


640 15 June 1968 Leading Articles BOan=

was published last week (see Supplement, 8 June, p. 195).
The P.I.B. records the history of the discontent among
doctors in the armed Forces, and states that the Ministry of
Defence had proposed to the Board that doctors should get
"in addition to any award made to officers as a whole,
increases rising to 12% and averaging 8%, retrospective to
October 1967."
The P.I.B. rejected this proposal-" the difficulty of

accommodating such payments within the limits of the
current White Paper [on the pay freeze] is obvious." This
decision was discussed by the B.M.A. Armed Forces Com-
mittee and by the Council last week (see Supplement, p. 215
and p. 213), and they decided to maintain the ban on
advertisements. There can be little doubt that morale in
the medical branches of the Services is now so low that many
medical officers would resign their commissions if they were
allowed to do so-not so much because they feel themselves
grossly underpaid, but because they feel that the Government
has broken its agreements and is taking advantage of the
regulations which forbid officers to strike or to resign.
Perhaps another "new deal" could be devised to offer
Service doctors a sound career structure with provision for
interchange with the N.H.S., but the erosion of confidence
in the Government as an employer has gone so far that the
prospects are poor for any relief of the widespread dis-
enchantment. More important, this short-sighted pragmatism
by the Government has reinforced the fears of many doctors
of the State as a monopoly employer.

A Puzzle
Readers of our reports of the clinicopathological confer-
ences held at the Royal Postgraduate Medical School must
often have been dazzled as much by the erudition of the
speakers as by the care with which they ferret out every clue.
As demonstrations of what may be learnt about a patient's
disease by using every resource of bedside and laboratory
examination these conferences are both a stimulus and an
education. Rarely are the experts at a loss. They weigh
the evidence and reach a diagnosis. And necropsy does not
often show much discrepancy between the facts elicited in
life and those disclosed at death.

Yet sometimes the patient's disease fails to take the course
it should in accordance with the diagnosis or in response to
treatment, and the discussion is more thought-provoking for
the problems it leaves obscure than for those it clarifies.
This week's report at page 678 provides a particularly
interesting example in that, despite the most thorough investi-
gation in hospital and post mortem, the family physician who
was in charge of the patient and took part in the conference
made this comment (page 681): " This case has proved
baffling to the physicians, the biochemists, and the patho-
logists. I would like to suggest that the main reason for this
is the inadequacy of the concepts which they are using in their
attempted explanations." He then briefly reports how the
beginning of the patient's illness, its course, and its fatal end
were all related to identifiable emotional crises in the patient's
life. Another dimension of meaning is added to the results
of the jejunal biopsy, plasma amino-acid estimations, and
electromyographic tests. Even so, the reader may well be
left echoing Professor Booth's words (page 683): " We are
left with a puzzle "-but it is more than a biochemical puzzle.

McArdle's Syndrome
Muscle fatigue and muscular cramps are natural conse-
quences of unaccustomed exercise, not necessarily excessive.
When these symptoms are out of all proportion to the preced-
ing exercise, however, a cause should be looked for. Myas-
thenia is characterized by easy fatigability and rapid recovery
on resting. Cramp is unusual, and the response to prostigmine
is dramatic. Intermittent claudication from vascular
insufficiency may be associated with diminished peripheral
pulses and changes in the skin. Cramp-like pains in one or
both legs on exercise, associated with numbness and perhaps
sensory loss and a diminished ankle tendon reflex, may be due
to pressure on the cauda equina-usually by protrusion of a
lumbar disc, the so-called "intermittent claudication of the
cauda equina " syndrome.12
A much rarer cause of muscle fatigue and cramps is

McArdle's syndrome.' This was first described in 1951 in
a man of 30, who since childhood had complained of weakness
and stiffness of muscles accompanied by pain. McArdle
noted that the levels of lactate and pyruvate in the blood
failed to show the expected rise after ischaemic exercise.
Following the administration of adrenaline, however, the
blood sugar level did show an increase. Thus, although liver
glycogen could be broken down to glucose, apparently muscle
glycogen could not be metabolized in this way. Subsequently
two similar cases were described,4 I and study of a muscle-
biopsy specimen confirmed the presence of a biochemical
defect by demonstrating the lack of any phosphorylase activity
and a considerably raised glycogen content. The biochemical
lesion has now been shown to be an absence of the enzyme
phosphorylase in the muscles. This means that there is a
block in the degradation of glycogen to glucose-i-phosphate.

Nevertheless, McArdle's syndrome remains a rare cause of
muscular cramp and weakness, for fewer than 30 cases have
been reported. Apart from a single example of the syndrome
beginning later in life,6 the proved cases give a history dating
back to childhood and adolescence, though symptoms may not
become severe for many years. Early symptoms of muscular
cramps on exertion may later be associated with persistent
muscular stiffness as well as weakness, and transient myo-
globinuria may occur. Permanent muscular weakness, with
wasting, may not develop until the patient is in his 40s.
Familial cases have been reported,7-11 and myocardial involve-
ment, rarely.'2 As in McArdle's original description, the
demonstration of the failure of the blood lactate level to rise
on ischaemic exercise remains an essential feature of the
diagnosis, which can be confirmed only by muscle biopsy.

I Blau, J. N., and Logue, V., Lancet, 1961, 1, 1081.
2 Spanos, N. C., and Andrew, J., 7. Neurol. Neurosurg. Psychiat., 1966,

29, 273.
3 McArdle, B., Glin. Sci., 1951, 10, 13.
4 Schmid, R., and Mahler, R., 7. clin. Invest., 1959, 38, 2044.
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