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The trouble is that our awareness of and preference among
colours is a very personal issue, and that temperamental and
cultural factors generally far outweigh any distortions that are
organically induced, unless such changes are fairly abrupt and
gross. Most of us have aesthetic or symbolic associations
which affect our responses to colour. For some they may have
a lingering influence as a biological cue (recalling the blue-
behinded ape). For many the natural environmental associa-
tions of colour are powerful (green with plenty, red with
anger, blood, and sex), and even spill over widely into every
other sensory field; we may even hear our music in differing
colours, or think and taste to a coloured background. Colours
can caparison our dreams in a capricious way, and most of
us probably hallucinate gently in colours half the time, just
as we did when, as children, we watched kaleidoscopic
displays behind our closed eyelids. But we don't usually talk
about it because we have ceased to pay attention to these
colour-associations-which in any case are rather private and
difficult to explain to others.

So, all in all, outside the world of physiological optics,
colours occupy a tantalizing limbo, their relevance as a
diagnostic symptom may be scant and imprecise, their
psychological significance shifting and elusive, but they remain
a constant source of speculation and delight.

1 Meadows, J. C., Brain, 1974, 97, 615.

Circadian Rhythms
and Abortion
The prostaglandins PGE2 and PGF2a are now well established
as effective abortifacients, and they have an important clinical
role in the termination of second trimester pregnancy. Experi-
ence has shown that local routes of administration are superior
to methods which depend on systemic absorption, and intra-
uterine administration (either intra-amnioticl-4 or extra-
amniotic3 5-8) iS therefore now preferred.

Recently Smith and Shearman9 have reported that the
effectiveness of intra-amniotic administration of PGF2", in
induction of abortion is influenced by the time of injection-
the optimum response (in terms of induction-to-abortion
interval, dose of PGF2a, and stay in hospital) resulted from
injection at 6 p.m. Since the intra-amniotic method has already
been used in many hundreds of patients it may seem surprising
that similar findings have not been reported by others; but
these observations, if corroborated, are not only intrinsically
interesting as another example of circadian rhythm but could
have obvious practical implications for the gynaecologist.

Circadian periodicity has been observed in the timing of
delivery after spontaneous and induced labour,'0 and it might
well be supposed that such rhythms, as well as that reported
by Smith and Shearman, are to be explained on endocrine
grounds. A fall in plasma progesterone either precedes or
accompanies prostaglandin-induced abortion, and there is
fragmentary evidence that rising levels of corticosteroids and
oestrogen with diminishing levels of progesterone may be the
endocrine milieu favouring the onset of parturition. Some, if
not all, investigators'l-14 have reported diurnal variations in
plasma steroid levels (better established for corticosteroids
than ovarian steroids) which appear to mimic these changes
and at the same time are consistent with the peak incidence of
abortion observed by Smith and Shearman.

The evidence is, however, at the best only circumstantial,
and confirmation must await evidence of a clear relation
between the circadian rhythm in plasma steroids levels and
that affecting induction-abortion intervals. Meantime it is
known that synchronization of circadian rhythms can be
influenced by a variety of environmental factors, and some of
those which upset the rhythm in Smith and Shearman's series
might have been expected; but it was surprising to find a
disturbing effect on diurnal hormone fluctuations from admis-
sion to hospital for two to four hours before treatment.

Information is scarce in this area, and one can only speculate
whether similar circadian influences might be concerned in
the induction of abortion when PGE2 rather than PGF2 c is
used or when the alternative extra-amniotic route is chosen.
Smith and Shearman used a method which in most published
series'5 has given 95% success in 48 hours; with a mean
induction-abortion interval of 28-30 hours. More recent intra-
amniotic and extra-amniotic techniques16-18 have reduced the
mean induction-abortion time by about half and might not
necessarily be subject to the same circadian influences.
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Why So Few Pacemakers?
Implantable cardiac pacemakers have now been in use for
almost 16 years. During this time there have been considerable
improvements in the technique of implantation, technical
problems associated with the pulse generator and electrode
design have been largely overcome, and battery longevity has
increased.' In addition there have been advances in methods
for detecting pacemaker failure; one such method whereby
the endocardial threshold may be measured noninvasively in
patients with suspected exit block or unstable electrode
position was recently described by Roy and Sowton.2 These
improvements have reduced the mortality associated with
pacemaker implantation to negligible proportions: of 372
patients with implanted pacemakers over a 10-year period3
there were no deaths associated with the procedure, and the
subsequent annual mortality was less than 5%.
Why is it, then, that the number ofpacemaker implantations

in Britain is considerably less than that in many other Euro-
pean countries ? The estimated rate ofpacemaker implantation
for the British Isles is about 22 per million population,4 as com-
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