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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.

1 Johnson, R. H., and Johnson, G. S., British Medical Journal, 1972,
1, 779.

2 Forder, A., et al., Social and Economic Administration, 1969, 3, 3.

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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well known but also established.1 The lateral popliteal
nerve is vulnerable to trauma at the neck of the fibula, but
the role of entrapment in unexplained palsies is contro-
versial. Other debatable instances involve the sciatic, obtur-
ator, ilioinguinal, and iliohypogastric nerves.2 In the well-
defined clinical entity, meralgia paraesthetica, burning pain
sometimes with numbness occurs in the distribution of the
lateral cutaneous nerve of the thigh. Many causes have
been suggested, including trusses, military equipment hang-
ing round the waist, intrapelvic anomalies, and interverte-
bral discs, but usually these are absent and compression of
the nerve at the anterior superior iliac spine where it tra-
verses the inguinal ligament is held responsible.

Recently A. V. Applegate3 has postulated entrapment of
the abdominal cutaneous nerves as a cause of abdominal
pain, a diagnostic feature being localization of maximal
tenderness to the foramen where the rectus sheath is pierced.
Sixty-two patients are described, many of whom had al-
ready been extensively investigated for their pain with nega-
tive results. Symptoms responded to reassurance alone,
locally applied heat or cold, diazepam, or an injection of
lignocaine into the appropriate foramen. But there was a
tendency to relapse. Unfortunately no details are given
about altered cutaneous sensation in the distribution of the
affected nerve or of the histology on the one occasion when
resection of the nerve was required. Associated disease in
76% of the patients included diabetes, peptic ulcer, hernia,
and depression, which makes it difficult to relate the symp-
toms entirely to an entrapment phenomenon. The author
considers that recognition of the syndrome will prevent un-
necessary investigation, but in addition to causes of root
pain the differential diagnosis must include disease of the
abdominal viscera and urogenital tract and lesions of the
abdominal wall such as Spigelian hernia and involvement of
cutaneous nerves in operation scars. Pain from the nerve
roots may result from intervertebral disc lesions, neuro-
fibroma, meningioma, metastases, or herpes zoster. On the
evidence presented so far this idea needs confirmation and
should be viewed with the caution afforded some of the
other so-called entrapment syndromes.

Kopell, H. P., and Thompson, W. A. L., Peripheral Entrapment
Neuropathies, pps. 87, 101, 107, and 113. Baltimore, Williams and
Wilkins, 1963.

2 Staal, A., in Handbook of Clinical Neurology, ed. P. J. Vinken and
G. W. Bruyn, vol. 7, p. 285. Amsterdam, North Holland Publishing
Company, 1970.

3 Applegate, W. V., Surgery, 1972, 71, 118.

Carcinoma of Tongue
Though carcinoma of the tongue is found most commonly
in late adult life, it can occur at any age, even in childhood
and adolescence. Recently A. G. Pichler and colleagues1 re-
ported a case in a 19-year-old boy and collected a further
10 cases occurring within the first two decades of life. C. W.
Venables and I. L. Craft2 also collected 13 cases of patients
with this condition under the age of 30 from the records of
the Westminster Hospital radiotherapy department. We
should therefore bear in mind that this condition may affect
people at any age.
The incidence of carcinoma of the tongue seems to vary in

different communities. D. F. Shedd and colleagues3 found
that the average age-adjusted incidence was 3-3 for men and

0 6 for women per 100,000 population in Connecticut,
U.S.A. They compared these figures with those from several
other countries and showed that, while there was little
change in the incidence of the disease in women, there was
considerable variation in men, the lowest incidence being
in Sweden (0-6 per 100,000). England fell between them
with an incidence of 14.4

Carcinoma of the tongue is found most commonly on the
lateral border (56%), but in 23% it occurs on the posterior
third and in 10% is found on the under surface of the mo-
bile portion of the tongue, where it may be completely hid-
den from view unless the floor of the mouth is examined.5
N. Smith6 has reviewed the diagnostic features of this con-
dition and recommends that all dental and medical exam-
inations of the mouth should include palpation of the
tongue. In his review of 17 cases the majority of his patients
complained of pain arising in the tongue, which occasion-
ally was of long duration. He had two patients who had no
local symptoms at all. The most important clinical diagnos-
tic sign appeared to be induration in the region of the
tumour. Usually this was associated with ulceration, and
the ulcer commonly had a raised, firm edge. One of the
reasons for delay in diagnosis was because treatment was
continued for too long with local measures such as adjust-
ment of dentures, removal of teeth, or topical applications,
and he recommended that biopsy should be carried out
on any ulcer which fails to heal within one week of such
treatment.
The prognosis depends on several factors, of which the

size and site of the tumour and the presence of metastases
appear to be the most important.7 Glandular metastases
occur most commonly in tumours of the posterior third of
the tongue and when the lesion is over 2 cm in diameter.
Once metatases are present the outcome is far worse, the
five-year survival rate of patients being then only 18%,
whereas patients without them have a five-year survival rate
of 72%.8 Since the presence of metastases is related to the
size of the primary (metastases occur in 32% of tumours
under 2 cm diameter and 60% of tumours over 2 cm) the
earlier the diagnosis is made the better should be the out-
come. R. Flamant and colleagues9 in a review of 904 cases
found that the mean delay between onset of symptoms and
diagnosis was 4-6 months, and 8% of their patients had had
symptoms for over one year. Though it has not been clearly
shown that delay in diagnosis affects the ultimate prog-
nosis,2 0 it is a reasonable presumption that the earlier it
is made the more effectual will treatment be, for the size
of the tumour must undoubtedly depend on the length of
time it has been present. If we are to improve the outcome
of this tragic disease with its attendant morbidity and mor-
tality, we must begin to look for it at earlier stages and par-
ticularly before symptoms have developed.
As to the treatment of this condition, most workers still

favour irradiation of the local lesion, the most popular
method being interstitial irradiation with radium needles.
The degree of control obtained depends on the extent of
the lesion, but in early cases the local cure rate can be as
high as 80% if these measures are persisted with.5 Most
of the problems revolve round the treatment of the local
lymph glands, and opinion differs on whether- they should
be removed primarily or only if they contain obvious meta-
tases. A further point of divergence is whether the tumour
and glands should be removed en bloc or by two separate
operations. At present there would appear to be a good case
for prophylactic block dissection of the neck, particularly
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