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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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pared with over 120 per million in Sweden and 100-120 per
million in West Germany.5
There are a number of possible explanations for this rather

striking difference. The incidence of heart block in Britain is
the same as in other European countries,6 and this cannot be
held accountable for the low rate of implantation here. Could
it be that financial restrictions in Britain limit the number of
pacemaker implantations ? Again this is unlikely to be a factor
of importance-pacemakers of either the fixed rate or demand
variety (which are more expensive) may be ordered as indi-
cated. Coming to the indications for pacemaker implantation,
it is apparent that these vary from country to country-and
even from centre to centre within one country-and this could
account for the variation in implantation rates. There can be
little argument about the patient with Adams-Stokes attacks
or cardiac failure secondary to complete heart block: a pace-
maker is mandatory, alternative forms of therapy such as the
administration of long acting isoprenaline preparations having
at best a transitory effect. Most patients in Britain are paced
because of cerebral symptoms and heart failure with brady-
cardia.3 A smaller number have pacemakers implanted for the
sick sinus syndrome,7 and an even smaller number for
tachyarrhythmias which fail to respond to more conventional
forms of treatment.8 However, asymptomatic patients with
E.C.G. evidence of bundle-branch block and an abnormal axis
are not usually considered for pacemaker implantation in
Britain, whereas in other countries, notably the U.S.A., the
reverse holds true. It is accepted in Britain that these E.C.G.
changes are precursors of the development of symptomatic
heart block, and it is known that the first Adams-Stokes attack
may be fatal; opinion, however, varies as to exactly how
frequently and how soon after the development of bundle-
branch block and an abnormal axis symptoms actually occur,
and there is an understandable reluctance to implant a pace-
maker in the asymptomatic patient with E.C.G. abnormalities
alone.3 But as the mortality associated with pacemaker
implantation is virtually zero there is now some justification
for the view that prophylactic pacing is indicated in this
situation.

Finally, a factor which may be of some relevance-but
which is difficult to assess-in accounting for the low incidence
of pacemaker implantations in Britain is the ambivalent and
sometimes indifferent attitude of doctors to the subject. The
average age of pacemaker patients is about 70 years, and faced
with a patient in this age group with poor cerebral performance
and incapacitating symptoms of cardiac failure it is all too easy
to attribute the symptoms to senility. The relatives-and very
often the patients themselves-when given the option of a
pacemaker or conservative management readily choose the
latter in the mistaken belief that what they regard as a major
surgical procedure would not be tolerated because of general
debility and advanced years. The doctor who is not familiar
with pacemaker implantation (and many are not) may be
unaware of the simplicity of the procedure and the low
mortality and morbidity, and he may with the best of inten-
tions concur with the wishes of the family. Doctors who are
concerned in active pacemaker programmes are fully con-
vinced of the rejuvenation and improvement in cerebral and
general activity which often follows pacing-a fact which
relatives and patients accept with incredulity and gratitude-
and they are surely under some obligation to inform their
colleagues, both in hospital and general practice, of the indica-
tions for and advantages of pacing. Better communication
might go a long way towards increasing the referral of patients
for pacemaker implaitations.
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Blunt Pancreatic Injury
Blunt injuries of the pancreas are fortunately uncommon in
Britain, but the overall mortality is of the order of 20%. Death
shortly after abdominal injury is rarely due to damage to the
gland itself; it usually results from lesions in other viscera or,
quite frequently, haemorrhage from the major vessels in the
vicinity ofthe pancreas. However, unless any pancreatic injury
is treated properly substantial morbidity and also a consider-
able later mortality will result.
The clinical management of pancreatic trauma is difficult,

since neither the diagnosis nor the operative handling of the
situation are straightforward. The diagnosis can rarely be made
with confidence preoperatively; while Yellin et al.1 found that
the serum amylase was raised in 90% of their cases, Olson's
study2 of 176 unselected patients with blunt abdominal
trauma showed that the amylase level was raised in 36 cases
but only three of these had pancreatic damage. (There was in
addition a tear in the body of the gland in one other patient,
but his serum amylase was normal). A raised serum amylase
should not, therefore, be taken as an indication for lapar-
otomy-but clearly if a patient is collapsed or there are signs
of spreading peritonitis exploration is essential.

Because pancreatic injury is uncommon it may not be
considered at operation, especially ifother organs are damaged.
In all the reported series there have been instances where a
small tear was missed even after a careful search. In some
cases, however, the signs and symptoms may be equivocal;
the serum amylase may not be raised, and laparotomy may not
be indicated, so that the pancreatic injury may become evident
only days or weeks later, usually when one ofthe complications
develops-the commonest of these being a pseudocyst.
The second major problem surrounds the management of

the laparotomy itself. Northrup and Simmons3 stressed that
complications and mortality can be kept low only if the
surgeon understands the nature of the injury and has a plan
of management ready in his head. They listed four broad
general principles.

Firstly, the injury must be defined. Even cases with com-
plete transection may be overlooked, and a scrupulous
inspection of the gland must be carried out in all cases. Upper
abdominal haematomata should always be considered as
presumptive evidence of a damaged pancreas; they must be
opened and evacuated so that the underlying trauma can be
inspected. The sites of rupture most commonly missed are in
the head of the gland and on the dorsal surface of the body
and the tail.

Secondly, haemorrhage must be controlled. The bleeding
pancreas not controlled primarily is never controlled, and
reactionary and secondary haemorrhage have presented major
problems in all the large reported series. However, primary
haemorrhage is more likely to originate from some large vessel
in the vicinity of the pancreas than from arteries or veins
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