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normal. Until serum T, measurement becomes more readily
available, the best method of screening will be the T3
suppression test regardless of the initial uptake value. If
there is a failure of suppression in a clinical situation
suggestive of hyperthyroidism, T, thyrotoxicosis must be
seriously considered.
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lealth Care of Paraplegics
Paraplegics are a particular group of patients for whom the
health care has undergone revolutionary changes since the
second world war. The change has been largely due to the
emphasis given to three main factors by Sir Ludwig Gutt-
mann and others working with them. These are, firstly, a
regimen designed to avoid complications such as pressure
sores and urinary infection; secondly, social and psychologi-
cal rehabilitation; and, thirdly, removal from hospital as soon
as possible to prevent institutionalization.

Almost all paraplegics spend the acute phase of their dis-
ablement in hospital and at the present time most of them
will receive their hospital care in one of the special units
similar to the National Spinal Injuries Centre at Stoke
Mandeville. Therefore their medical and social needs are
capable of expert assessment, and if on discharge these needs
are not met it must be due to either a failure of communi-
cation between hospital and community or a lack of com-
munity care services. R. H. Johnson and G. S. Johnson' re-
cently suggested that the unsatisfactory level of social read-
justment found in their survey in the west of Scotland was
partly due to the absence of the statutory requirement on
local authorities in Scotland to keep a register of disabled
persons, but this argument may be questioned. Experience,
especially with "at risk" registers, has shown that registra-
tion is effective only if the information is passed on to the
operational level for action. It would seem much more
important for the hospital to prepare a check list of the
patient's medical and social needs and potentials and pass

this on to his general practitioner for him to relay to the
health visitor. It is the health visitor who is the most
likely community care professional to be in regular contact
with the paraplegic and in a position to summon appropriate
medical or social services when required. It would also seem
useful if the health visitor could visit the patient in hospital
before discharge. From Johnson and Johnson's paper it
would appear that in Scotland communications are still in-
sufficient, as was found some years ago by A. Forder and
colleagues2 in the Liverpool area.

Opportunities for employment are not yet so good as they
should be for disabled persons, and it is pleasing to learn
that some reorganization is proposed. It would be helpful if
the posts of disablement resettlement officer were made as
specialist appointments and if the incumbents would remain
in this work as a career. At present these posts are on the
promotion ladder of the Department of Employment, and
the staff change frequently. Here also the communication
link by personal interest is vital and could be the responsi-
bility of the health visitor. The tendency in getting a dis-
abled person into employment is for both the patient and his
professional advisers to give up too easily. An objective
agreed by the hospital, the patient, and the community care
team is needed, and they will then be able to pursue it with
greater determination.

Most local authorities are more aware than they used
to be of the considerable needs of the disabled, and are
striving with the help of voluntary bodies to develop services
to cope with them. It is timely that the need for employ-
ment should be emphasized as this is a vital factor in social
rehabilitation, particularly for any young disabled person.
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Trapped Nerves
The entrapment syndromes occur when a peripheral nerve
lying in a confined space suffers chronic local pressure
from neighbouring tissues. The injury may be direct to the
nerve trunk or through damage to its blood supply, and the
clinical features are determined by the type of nerve in-
volved. With a predominantly sensory nerve paraesthesiae
and pain may occur. Pain is localized to the area of distri-
bution and may be sharp or burning. Paraesthesiae can be
associated with hypoaesthesia, hyperaesthesia, or contact
dysaesthesia. Later the skin texture may alter. When a pre-
dominantly motor nerve is affected the pain is dull and less
well localized, and atrophy of the muscle supplied may fol-
low though the patient is unaware of weakness. In a mixed
nerve the sensory component often predominates until weak-
ness and wasting are advanced. Electromyography, by show-
ing partial denervation of a particular muscle or slowed
conduction velocities over the compressed segment of nerve,
can provide useful confirmatory evidence.

In chronic lesions of peripheral nerves opinions vary
considerably about invoking entrapment as the mechanism.
The median nerve in the carpal tunnel and the ulnar nerve
at the elbow are familiar and generally accepted examples.
The tarsal tunnel syndrome from compression of the pos-
terior tibial nerve at the ankle, and entrapments of the ulnar
nerve at the wrist and the median at the elbow, are less
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