
2 4 April 1970 Leading Articles MEDICAL JOURNAL

party comprising three representatives each from the univer-
sities, the colleges, and the B.M.A., with a non-medical
chairman. to be nominated by the G.M.C. Yet now, before
this body has even come into existence, let alone tried to
restore harmony, the G.M.C. sends out a notice informing
doctors that they will be asked to pay a fee of £2 on the
anniversary of their full registration; and failure to pay after
due warning "is liable to lead to erasure from the Register."
The "crisis of confidence" referred to in these columns

some months ago2 still exists. For anything like hostilities to
follow would be a tragedy. A breathing-space is needed to
enable the proposed working party to look for a solution that
is in accordance with the needs of the medical profession and
the public as they are today. The constitution of the G.M.C.
has been changed before: there is nothing immutable about it,
any more than there is in the Representative Body, which
transformed itself with a new constitution two years ago.

Meanwhile every registered doctor is faced with a require-
ment from the G.M.C. to check his entry in the Register and
an invitation to claim exemption from paying the annual
retention fee if he is entitled to do so. For the great majority
a waiting-period will follow until, some time after 1 May,
the anniversary of their initial registration comes round. They
will then receive a demand for a retention fee of £2. "Ample

time," as the Representative Body put it, must be found to
discuss the future constitution and role of the G.M.C., but
at the same time it must receive help in its present financial
crisis. Doctors are recommended therefore to follow the
B.M.A.'s advice in accordance with the Representative Body's
resolutions and sent to them in a letter from the Secretary on
16 February. This is that they should make a single payment
of £2 to the G.M.C. for 1970-1 when the demand comes (and
not before) unless over the age of 65 or prematurely retired
on health grounds. When sending the contribution they
should state in a covering letter that it is in respect only of the
financial year 1970-1 and is without prejudice to the future.
The banker's order should not be used.
The coming year will provide that "ample time" only if

the matter is examined with urgency, for inflation and taxation
have combined to put the G.M.C. badly into the red. But the
medical profession would simply be injuring its own best
interests if it let the G.M.C. founder. For it is not too much
to say that a council properly constituted to meet the pro-
fession's needs and kept financially independent of the
Government is a necessity for the wellbeing of British medicine.
1 British Medical J7ournal, 1970, 1, 828.
British Medical Journal, 1969, 4, 247.

3 Royal Commission on Medical Education, 1965-8, Report, Cmnd. 3569,
para. 158. London, H.M.S.O., 1968.

Attack on Epilepsy
Some 300,000 people in England and Wales suffer from
epilepsy, and of these a third are under the age of 16.1 In
about 50% of them drugs can control the disease and only
40% have more than one fit a year. Many are in all other
respects normal people, able to receive normal education and
take almost a full part in the life of the working population.
Yet the stigma and fear of the disorder remain. Difficulties in
employment, housing, and education for many trades and
professions often offer greater problems than the treatment of
the fits themselves.
A Ministry of Health report on the Special Needs of

Epileptics was published in 1953.2 Another in 19563 made
some recommendations -which were not developed on the lines
suggested. A joint subcommittee of the Standing Medical
Advisory Committee and the Advisory Committee on Health
and Welfare of Handicapped Persons, together with five co-
opted members, was therefore formed to review again the
whole field of the medical, social, educational, employment,
and welfare needs of patients suffering from epilepsy, and this
committee has now published its report and recommendations.4
It is an important document, evidence having been taken from
many professional and social bodies concerned with epilepsy.
It abounds in valuable statistics and gives a thoughtful
account of most of the problems facing these patients. Bound
up, as the matter is, so closely with the neurological and
neurosurgical facilities in the country, it may seem odd that
the committee had only one representative of each specialty,
one being a co-opted member.
The family doctor, the committee suggests, must remain

the person to refer patients for investigation to an expert

Pond, D. A., Bidwell, B. H., and Stein, L., Psychiatria, Neurologia,
Neurochirurgia, 1960, 63, 217.

2 Ministry of Health, National Assistance Act, 1948. Welfare of Handicapped
Persons; Special Needs of Epileptics and of Spastics. London, H.M.S.O.,
1953. (Circular 26/53).

3 Central Health Services Council, Report of the Subcommittee on the
Medical Care of Epileptics. London, H.M.S.O., 1956.

' Central Health Services Council, People with Epilepsy. London, H.M.S.O.,
1969.

team, which would operate at most general hospitals and all
special neurological and neurosurgical units. These teams
should be drawn from consultants in neurology, neurosurgery,
neurophysiology, psychiatry, paediatrics, and general medicine,
with the services of a clinical psychologist and trained social
workers. Closer and continual liaison should exist with the
local health and school authorities and the disablement re-
settlement officers. After the patient has been fully assessed
and started on whatever treatment may be necessary, the
family doctor continues the surveillance of him. The com-
mittee recommends that epileptic clinics should be established
at district general hospitals and that hospital boards and local
authorities should now review facilities with this in view. But
nothing will be achieved unless the general public is educated,
and in particular employers, education authorities and
housing authorities, and landladies.
The committee records with appreciation the important

part played by epilepsy colonies in the care of patients with
poorly controlled disease. Modernization is required in many
places, with greater medical supervision and a better relation-
ship with the social services. The aim suggested is that the
colonies should become half-way houses, leading to better
integration of the patient in the community. Thus in time the
need for their existence should diminish, though clearly
patients who have known virtually no other life should not be
expected to try to readjust at a later age.
With the expansion of the neurological and neurosurgical

services the committee recommends that special centres should
be established as part of neurological and neurosurgical units,
and that attached to these centres there should be residential
units with facilities for surveillance of the patient under
everyday living and working conditions. Special training for
general practitioners should be available at these centres, and
they might help to staff them.
Not all the committee's recommendations will be generally

accepted. Many experienced neurologists believe, for instance,
that special epileptic clinics, no matter by what name they
are known, will serve to perpetuate and emphasize the very
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stigma they are trying to remove. The report unfortunately
sidetracks the controversial issue of the driving licence.
Again, the expert teams and the special centres are important
conceptions, but where is the finance to establish, maintain,
and staff these centres when the whole hospital service is cry-
ing out for more money to keep in existence? Like its pre-
decessors this committee has posed more questions than it
answers. Even so, if most of its recommendations were to be
met about 33,000 people developing epilepsy each year would
have a better chance of accurate diagnosis, effective therapy,
and of finding an acceptable place in the community.

Drug Problems
A third of the schools in the U.S.A. have a serious drug
problem; and over 300 children died last year in New York
alone from heroin addiction.' Those who believe that it
couldn't happen here should look at the situation2 in Sweden,
where drug addiction has become much more serious recently
and is showing signs of following the American pattern.
The Home Office does not, then, need any justification for

its argument that the Misuse of Drugs Bill3 is urgently
needed; and this urgency probably accounts for the appear-
ance of the report4 by the Advisory Committee on Drug
Dependence on which the legislation is based two weeks after
the publication of the Bill itself.
The report gives an objective account of the use and abuse

of amphetamine and lysergic acid diethylamide, and acknow-
'ledges the help of the B.M.A. in its preparation.5 The advisory
committee was clearly concerned with the preventive role
that the schools can play -and it is reassuring that the
Health Education Council is examining methods by which
teenagers can be warned of the dangers of drug-taking without
the propaganda having the wrong effect. R. S. P. Wiener has,
indeed, argued6 that warnings may be ignored by those
already on drugs and put ideas into the heads of the others.
But no one would disagree with the committee's view that
schools meeting with addiction among pupils should have
specialist advice available to help them. The committee sup-
ported the recommendation of the Plowden Council7 that
teachers should be appointed to special posts to establish
closer links between schools and local medical and welfare
services. Another reasonable recommendation is that local
authorities should set up advice centres to which drug users
and parents could go for reliable information.
The major recommendations of the report have been in-

corporated into the Misuse of Drugs Bill, but the outstanding
exception is the Committee's proposal that "the powers of the
General Medical Council should be extended to enable it to
deal with reckless over-prescribing." Comment in these
columns8 on the Bill has already regretted that the functions
and powers of the G.M.C. could not have been revised in
this way. On this issue many doctors will agree with the
statement made by the committee that "the body already
concerned with professional standards is a more appropriate
one to deal with over-prescribing than a specially constituted
tribunal."

The Times, 13 March 1970.
2 Newsweck, 23 March 1970.
3 Misuse of Drugs Bill, 1970. London, H.M.S.O., 1970.
4 Advisory Committee on Drug Dependence, The Amphetamines and

Lysergic Acid Diethylamide (LSD). London, H.M.S.O., 1970. 6s. Od.
6 The report ofthe Commiittee on Medical Science, Education, and Research's
Working Party on Control of Amphetamine Preparations is available from
the B.M.A. on request.

6 Wiener, R. S. P., Drugs and Schoolchildren. London, Longman, 1970.
Central Advisory Council for Education (England), Children and their
Primary Schools. London, H.M.S.O., 1966.

8 British Medical Journal, 1970, 1, 705.

Feeding Difficulties
Family doctors are from time to time faced with the problem
of the worried mother whose infant has feeding difficulties
Some babies appear to be normal; others have obvious
abnormalities. A history and physical examination may not
provide the diagnosis, and the doctor will be frustrated in his
search for information because of the scanty references to
"dysphagia" in many textbooks. Of particular value therefore
is a recent review of the subject by R. S. Illingworth,' who
suggests a simple classification of the causes and offers helpful
comments on diagnosis and prognosis.
The causes may be considered in three main groups: gross

congenital malformations, neuromuscular disorders, and acute
infections. It is in the second group that most of the diagnostic
and prognostic difficulties are encountered.
Many of the congenital deformities will be evident on

examination of the infants at birth-for example, cleft palate,
macroglossia, or micrognathia. Others produce characteristic
signs-within a few hours of birth-choanal atresia and tracheo-
oesophageal fistula, for example. A bifid uvula in an infant
with nasal regurgitation would suggest the possibility of a
submucous palatal cleft. Though this cannot be seen, there
will be a V-shaped midline notch at the posterior border of
the hard palate, evident on palpation. Feeding difficulties
associated with laryngeal stridor may result from congenital
anomalies of the great vessels when the oesophagus and
trachea are compressed between the aorta and the ductus (in
the case of a right-sided aortic arch) or between the two sides
of a double aortic arch. The treatment and prognosis are in
the hands of specialist surgeons. E
The neuromuscular disorders are less clearly defined, more

difficult to diagnose, sometimes less responsive to treatment,
and often unpredictable in their outcome. The commoner ones
include delayed maturation, cerebral palsy (spastic or athetoid),
cranial-nerve abnormalities, bulbar and suprabulbar palsy,
Mobius's syndrome (congenital facial diplegia with ocular
palsies), and rumination. Delayed maturation is to be expected
in small premature babies and those who are mentally retarded.
But it may be due to "dissociation in development," a term
introduced by Illingworth2 in 1958 to describe an important
normal variation in the development of many systems, includ-
ing auditory, visual, motor systems, reading ability, and
sphincter control, any one or more of which may be advanced
or retarded. It is reasonable to suppose that such a complicated
process as swallowing might also be included. In such cases
dysphagia will disappear when maturation is finally achieved.
An infant suffering from cerebral palsy may have a combination
of prematurity, mental subnormality, spasticity, muscular
inco-ordination, and cortical defects, all contributing to dys-
phagia: the prognosis is less in doubt here. Infants with
bulbar or suprabulbar palsy may recover in a matter of weeks
or not for some years. -Illingworth comments that when the
facial nerves are involved in infants with dysphagia there is a
tendency to consider them as examples of Mobius's syndrome,
but he adds that it is uncertain whether this syndrome is an
entity. Rumination is included as an odd form of swallowing
difficulty; it is probably a psychosomatic condition.
The acute infections include tetanus neonatorum (in which

dysphagia is often the first sign), diphtheria, poliomyelitis,
stomatitis, and oesophagitis.
There are three particular difficulties in attempting a

Illingworth, R. S., Archives of Disease in Childhood, 1969, 44, 655.
2 Illingworth, R. S., Archives of Disease in Childhood, 1958, 33, 118.
8 Illingworth, R. S., and Lister, J., Journal of Pediatrics, 1964, 65, 839.
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