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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.
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