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Furthermore, the overdue Review Body report, presumably
constrained by phase 3, is unlikely to prove an Aladdin's cave
for them. The Owen Working Party, however, could yet save
the day, provided it produces a speedy and constructive in-
terim report on the consultant contract (see B.M.J., 1 June,
p. 513). So probably the best advice to doctors at the moment
is "Keep your cool," for ill-directed outbursts of anger harm
friend and foe alike, and among the friends could be the
patients.

Standing Committee G: National Health Service Reorganization Bill, 5
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Tunnel Tactics
Though the condition is so common, the possibility that the
median nerve might be subject to spontaneous mechanical
pressure at the wrist was recognized less than 30 years ago,'
and the diagnosis of the disorder still sometimes presents
unnecessary difficulty. Cherington2 has recently drawn
attention again to one possible source of confusion, the
frequency with which symptoms appear in the forearm or
upper arm. All his patients had symptoms in the hand and all
had evidence ofmedian neuritis on nerve conduction studies. A
dull aching pain spreading up to the antecubital fossa and outer
aspect of the shoulder was reported in 57 of 90 limbs, and in
46 of 49 subjected to operation the proximal pain was relieved;
so the presence of pain above the wrist is not an indication that
the diagnosis is in error. Accurate analysis of the symptoms is
often critical, for there are no supporting physical signs in
many cases.
The carpal tunnel syndrome is seen typically in hard-

working middle-aged women and is usually bilateral though
worse on the dominant side.35 Painful, burning pins and
needles develop in the hands, particularly at night, and often
disturb sleep. A good witness will accurately localize her
symptoms to the fingers supplied by the median nerve or will
at least volunteer that the index is most affected or that the
little finger is spared. The unobservant or inarticulate is less
helpful in her history, and particularly if there is much pain
proximally may give a very confusing account. Careful
questioning is needed. Does the trouble involve the hand and
fingers ? Is it affected by use of the hand for repetitive tasks
such as sewing or knitting ? What is the hand like on waking in
the morning? The fingers may be described as lifeless, stiff,
or swollen, and rings may be tight.

Careful comparison of the sensibility to pin-prick at the
tips of the fingers may show impairment in the index or more
widely in the median nerve distribution, but thickened skin
can make the interpretation of the testing difficult. Paresis of
the thenar muscles is a relatively late sign. Wasting most
conspicuously affects the abductor pollicis brevis, and opposi-
tion may be defective. Pressure or percussion over the median
nerve at the wrist may cause paraesthesiae. There may be
signs of local arthritis or injury narrowing the carpal tunnel
or conditions such as myxoedema or pregnancy6 may have
led either to thickening of tissues or to water retention.
Median neuritis has to be distinguished from ulnar neuritis

and the thoracic inlet syndromes, but the most troublesome
problem is its distinction from the pain and paraesthesiae
caused by cervical disc disorders. Coincident clinical and
radiographic evidence of cervical spondylosis is common in

these patients. Symptoms arising from irritation of the nerve
roots are usually worst in the shoulder and upper arm and
radiate to the back or radial side of the forearm. They are
affected by neck movements or posture and there may be
reflex changes. Pins and needles in the fingers occur in
disseminated sclerosis and in subacute combined degeneration
of the spinal cord, but in neither are they paroxysmal. In the
late or unusual case with pronounced muscle wasting progres-
sive muscular atrophy and syringomyelia must be excluded.
Nerve conduction studies allow the diagnosis to be estab-

lished objectively and are valuable in research. Clinically they
are indicated only when the disability is great yet the diagnosis
difficult. The tourniquet test7 is simpler but apt to be least
helpful when it is most needed. For many patients the diagnosis
is best confirmed by therapeutic test. Immobilization of the
wrist in a neutral position with a plaster or plastic splint
frequently provides prompt relief, though the splint is itself
incapacitating, and relapse is common after removal. Alter-
natively hydrocortisone acetate 25 mg may be injected into the
tunnel avoiding the nerve. Rapid relief usually follows but,
again the relapse rate is high.8 Nevertheless by no means all
patients with carpal tunnel syndrome need surgical decom-
pression of the nerve, simple and effective though the proce-
dure is. Surgery is indicated if sleep is regularly disturbed or if
persistent neurological signs develop. Decompression of the
nerve is very successful in relieving the painful paraesthesiae,
but the numbness of the affected fingers and the muscle
weakness do not necessarily recover and indicate permanent
nerve damage. These should be avoided by early operation.
Short of this point there are very many women in whom carpal
tunnel syndrome appears to be a benign and often self-limiting
condition requiring little more than reassurance and simple
conservative measures.
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Children with Jaundice
Most children who become jaundiced during an acute illness
have infectious hepatitis, and they can be expected to make a
clinical recovery within three to four weeks. Chronic hepatitis
can and does occur in childhood, however, and the clinician
should be alert to the probability, especially when there is no
evidence of other cases of virus hepatitis in the community.

Chronic hepatitis may follow neonatal hepatitis, especially
that associated with deficiency of the serum protein oc-i anti-
trypsin.1 Three rare but remediable causes are Wilson's
disease,2 choledochyl cyst, and drugs. More common are the
two disorders-well studied and reviewed3-4 in adults-chronic
persistent hepatitis and chronic active hepatitis. Both may start
with an illness clinically indistinguishable from acute in-
fectious hepatitis, and the clinician should make no assump-
tion about the cause of jaundice in a child except in epidemic
situations. Chronicity is suggested by the finding of raised
gammaglobulin, positive antinuclear factor, and prolonged
prothrombin time within three weeks of onset of apparent
acute infectious hepatitis. These investigations, must, therefore
be done routinely in sporadic cases. Recurrence of jaundice
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after clearing should raise suspicion of chronic liver disease,
and chronic active hepatitis is also suggested by such extra-
hepatic features as acne, clubbing, arthralgia, erythema
nodosum, and colitis.
The frequency of chronic liver disease after acute infectious

hepatitis (type A) is usually stated5 as one or two cases in every
thousand, but this is difficult to assess in the absence of a
specific diagnostic test. Additional difficulties arise because
most cases are anicteric and under reporting is probably
common. With hepatitis B (HBAg) infection persistent hepa-
titis is more commonly recognized, and may occur in 50%
of cases in some outbreaks. Since the incidence of HBAg in
patients considered to have infectious hepatitis may be as high
as 25% chronic persistent hepatitis may be more common
than is usually considered.4 Clearly repetition of both clinical
evaluation and liver finction tests three and six months after
onset is advisable.

In assessing the child suspected of having chronic hepatitis
liver biopsy should be performed to assess the need for treat-
ment unless coagulation abnormalities contraindicate it. The
essential histological feature of chronic persistent hepatitis is
that the inflammatory infiltrate is virtually confined to the
widened portal tracts. The lobular architecture is intact. In
chronic active hepatitis the histological features are those
of chronic aggressive hepatitis in which abnormalities are
found in the parenchyma and the connective tissue. In-
flammatory cell infiltrate and fibrous tissue extend into the
hepatic parenchyma,6 isolating hepatocytes and giving the
picture of "piece-meal" necrosis. Though sampling errors
may occasionally cause confusion, a biopsy finding of chronic
persistent hepatitis is generally followed by spontaneous
recovery except perhaps in HBAg infection. In contrast,
chronic aggressive hepatitis frequently progresses to cirrhosis.

In adults a substantial number of cases of chronic aggressive
hepatitis can be controlled by treatment with corticosteroids
and immunosuppressants, and two recent communications
have given details of experience in children. Marked similarity
ofthe clinical features found in both forms of chronic hepatitis
in children with those found in adults was found by Alagille
et al.8 in their study of children who had had hepatitis for
more than one year. From their own findings and a survey of
other reports Alagille et al. found that the recognition of
chronic active hepatitis increased with age and was more
commonly made in girls. HBAg was found in only a minority
of cases. When aggressive hepatitis was found they gave
corticosteroids in massive and prolonged doses-2 mg predni-
sone per kg/24 hours for three months, and advocated con-
tinuing the same dose on alternate days for two to five years.

However, while recommending such therapy in the first
year of the disease on the basis of reported studies Alagille
et al. believe that in practice spontaneous recovery will occur
in most instances of hepatitis which persist for as long as three
months: all the cases they treated had had the disease for
more than a year. In contrast well-documented cases satisfying
accepted clinical, biochemical, immunological, and histo-
pathological criteria for the diagnosis of chronic active hepa-
titis9 have been reported by Dubois et al.'0 11 as occurring
within one month of onset of symptoms, and indeed they
started treatment with corticosteroids within six months of
onset in more than 50% of cases. Though the interval be-
tween onset of symptoms and diagnosis was much shorter
than that usually qualifying for chronicity in liver disease, 18
of the 38 cases had already developed cirrhosis by the time of
diagnosis. In spite of this 33 went into clinical remission on
corticosteroids within two to three months, while 25 achieved

biochemicalremission. Azothioprine (1 mg/kg/24hrs) was added
to therapy when clinical improvement occurred. In 15 patients
the drugs were stopped after two years and remission per-
sisted for periods up to two years. Two of eight deaths were
attributed to side effects of treatment. This study can be
criticized because it was not controlled; and it can be argued
that the biopsy findings may have been misinterpreted so
early in the course of hepatitis, but the impressive results and
the high incidence of cirrhosis should spur paediatricians and
physicians in infectious diseases units to increased diagnostic
awareness of chronic hepatitis in childhood.
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Case of Acute Radiation
Injury
The Royal Commission on Environmental Pollution is to make
an extensive study of hazards associated with the handling,
transport, and disposal of radioactive materials, whether dilute,
as in waste from nuclear power stations, or concentrated, as in
plutonium. This metal, which is a byproduct of some nuclear
reactors and a fuel in others, is, according to Sir Brian Flowers,
chairman of the commission, one of the most hazardous sub-
stances known, being both radioactive and extremely poisonous.
The development of nuclear technology for weapons or

peaceful power has caused few serious accidents and hardly
any involving plutonium. Serious radiation exposure occa-
sionally occurs through unexpected (and, until it happens,
inconceivable) failure of elementary safety precautions in
laboratories, factories, or hospitals. H. Vodopick aid G. A.
Andrews discuss' a recent accident of this kind. A 32-year-old
research technologist at an agricultural research station (in
Tennessee) was exposed to gamma rays from an unshielded
source of 7,700 curies of cobalt-60. Though the cobalt was in a
roomprovidedwith door interlocks and other safety devices, the
technologist walked to within a few inches of the source, which
was outside its shield, and manipulated some seeds awaiting
irradiation.
He was admitted to hospital within an hour and examined

an hour later. He showed no abnormality on physical and
haematological examination. Vomiting occurred, without
preceding nausea, 2; hours after the incident and recurred ten
times during the next 24 hours. There was no fever or diarrhoea.
A prompt estimate of the radiation dose is important in the

management of the overexposed patient. The familiar film
badge is not helpful at high doses, but a thermoluminescent
dosimeter (essentially a small disc of lithium fluoride or some
similar material) covers a wider range, with virtually no upper
limit. In the present case the skin dose at waist level was
estimated at 260 rads and the bone marrow dose at 118 rads.
A reconstruction of the subject's movements and actions
indicated a dose of 800-1,200 rads to the right hand and about
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