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APPENDIX I-Classification of constipation*
Primary (simple) constipation

Ignoring call to stool
Inadequate bulk in diet
Lack of exercise
Unfavourable working/living/lavatory facilities

Secondary to motility disorder
Dysmotility: irritable bowel syndrome, diverticular disease
Hypomotility: idiopathic slow transit, idiopathic megabowel, pregnancy and

elderly

Secondary to psychiatric disorder
Depression and other chronic psychoses
Anorexia nervosa
Illicit laxative abuse

Secondary to known organic disease
Colonic/rectal disease: obstructing lesions, Hirschsprung's disease, Chagas's

disease
Painful anal disease: fissure/abscess
Endocrine/metabolic: dehydration, hypothyroidism, hypercalcaemia, lead

poisoning, acute porphyria
Neurological disease: paraplegia, multiple sclerosis

Iatrogenic disease
Postoperative: pain, immobilisation, fluid depletion, bed-pan use
Drug-induced: aluminium-containing antacids, codeine, hypotensives,

anticholinergics, etc

*Modified from data given by Hinton.7

APPENDIX II-Classification of laxatives

Bulk producers
Dietary fibre (bran, bran-based cereals, wholemeal bread)
Mucilaginous polysaccharides from seeds and gums (Metamucil, Isogel,

Normacol)
Methylcellulose (Celevac)

Stool softeners
Synthetic surface-active agents (dioctyl sodium sulphosuccinate (Dioctyl),

poloxalkols)

Lubricants
Liquid paraffin
Mineral oil-hydrocarbon mixtures (Agarol, Petrolagar)

Osmotic agents
Sodium, potassium, and magnesium salts (magnesium sulphate, Epsom salts;
magnesium hydroxide, Milk of Magnesia; sodium potassium tartrate,
Rochelle salt)

Lactulose (Duphalac, Gatinar)

Chemical stimulants
Anthracene compounds (senna, Senokot; danthron, Dorbanex; cascara)
Polyphenolic compounds (bisacodyl, Dulcodos, Dulcolax; phenolphthalein-for

example, Agarol, Alophen, Veracolate; oxyphenisatin, Bydolax, Cirotyl,
Contax-all now withdrawn in UK)

Castor oil
Bile salts (cholic acid; dehydrocholic acid, Dehydrocholin; mixtures: Taxol,

Veracolate)

Contemporary Themes

Road safety: BMA comments

British Medical Journal, 1976, 2, 1000-1002

The BMA was asked to comment on the chapter in the Govern-
ment's consultative document on transport policy dealing with
road safety. The comments, which have been agreed by the
Chairman of the Board of Science's Panel on the Relationship of
Alcohol and other Drugs to Road Accidents and by the Chairman
of the Joint Panel on Driver Licensing, were endorsed by the
BMA Council on 6 October. They include answers to three main
questions posed in the consultative document.

Introduction

The control of road accident mortality and morbidity presents
public health authorities in technically developed countries with
the most intractable challenge of the second half of the 20th
century. A large measure of control has been achieved over
communicable disease, and over many other kinds of accident
such as industrial accidents, leaving cancer, cardiovascular
disease, and road accidents as the leading cause of loss of
expectation of life. Moreover, there are reasons for believing
that road accidents are becoming a major cause of permanent
incapacity in the community, with serious consequences to the
quality of life of the survivors, particularly those in the high risk
group of young road users.
The BMA welcomes the emphasis which has been placed on

human factors in paragraph 10.3 of the document. In the
answers which we submit to the questions set out at the end of
chapter 10 of the document we have examined the need for a
scientific and epidemiological approach to the problem. We
believe that acceptance by the Ministry of Transport of public
health principles underlying the control of mortality and
morbidity would lead to an improvement in the situation, as it
has for many other causes of mortality and morbidity in the
community. In particular we call attention to the small propor-

tion of research facilities devoted to human factors, and to the
reasons underlying this serious handicap to the introduction of
effective countermeasures.

In the light of the views expressed in recent annual reports of
the Transport and Road Research Laboratory, we see little
prospect of the necessary research being carried out on an
adequate scale under the existing arrangements for administering
research on road accident prevention. Accordingly, we strongly
recommend that the Minister of Transport institutes the follow-
ing steps.

(1) The Department of Health, as the Government department
primarily responsible for the overall control of mortality and
morbidity, should be asked to confirm the relative importance of
road accidents.

(2) The membership of the bodies advising the Minister and
the Director of Road Research should be examined to ensure
that advice on the public health aspects of the problem are
considered. (At present neither the Planning and Transport
Research Advisory Council (PATRAC) nor the Advisory
Committee set up to advise the Director on research policy
includes any medically qualified members.)

(3) A proportion of the funds allocated for road research
should be redirected to the Medical Research Council (respon-
sible to the Department of Education and Science) on a
consumer-contractor basis in order to ensure that the necessary
research on human factors is undertaken. (The MRC has a
number of units which have carried out distinguished studies in
behaviour, including the Applied Psychology Unit at Cambridge
which has already carried out some research at the request of
TRRL).
The need to achieve the necessary liaison between the Govern-

ment departments concerned is by no means a problem peculiar
to this country. In France public concern over mounting road
accident mortality and morbidity led to the appointment of a
senior civil servant with direct responsibility to the Prime
Minister for road accident prevention, over riding the reactionary
attitudes of certain government departments concerned with the
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problem. The results were highly beneficial. In this country,
however, we are confident that the structure of government is
sufficiently flexible to ensure that the research necessary to
achieve the aims set out in chapter 10 of the consultative
document is carried out.

Do we pay too little or too much attention to
road safety?

This question cannot be answered in terms of cost effective-
ness or cost benefit as it is impossible to assess the full "cost"
of road accidents in monetary terms. Although detailed surveys
-for example, Dawson's studies published by TRRL-have
attempted to evaluate the cost, they cannot take into account
consequences of road accidents about which information is not
available, nor can they assess in monetary terms that which is
not capable of being treated in such a way.
There is, for example, no record of the extent of permanent

incapacity in the community which has resulted from road
accidents, so the considerable cost of that cannot be assessed.
The increasing proportion of young road users injured in road
accidents and the increasing appearance of extensive multiple
injuries and irreversible damage to the brain and central nervous
system, the development of sophisticated resuscitation proce-
dures, and the ability of young people to survive severe trauma
without dying from the consequences suggest that the cost of
permanent incapacity should not be overlooked. Associated with
it is the effect on the quality of life of the survivors, which is not
susceptible to monetary evaluation, and the grief and suffering
to their families.

Although the monetary cost of medical treatment can be
estimated, it takes no account of the fact that road accidents are
more likely to occur "out of hours," particularly at night, thereby
making heavy demands on hospital staffs, and reducing their
efficiency to deal with patients during normal working hours.
We are, of course, aware of the claims put forward by road

safety authorities based on accident rates relative to traffic
density, estimated mileage, numbers of registered vehicles, etc,
all of which tend to show a considerable reduction in the "rate"
of road accidents. Nevertheless, we must point out that the
absolute numbers of persons injured in road accidents remains
very high, and that the severity of the injuries received appears
to be increasing. The most recent figures available show an
increase of 400' in deaths, serious injury, and slight injury during
the second quarter of this year as compared with the same
period in 1975.
When the above factors are taken into consideration and added

to those consequences of accidents which can be evaluated-for
example, the immense cost of material damage, insurance, and
legal charges, etc-the answer to this question must be that not
enough attention is paid to the system of reporting of road
accident morbidity, upon which decisions as to priorities must
depend, and that more attention should be paid to the need for
research to be carried out on those factors which are most likely
to increase the risk of involvement in accidents-for example,
human factors. The reasons for this answer will become more
apparent in oui answers to the following questions.

Are there further steps which the Government should
take to improve road safety, at a reasonable cost to
the community and without creating an excessive
administrative burden?

The first step to be taken is to improve the quality of the
information about road accident morbidity. The existing
definitions upon which records are based are misleading. Only
one in four casualties classified as seriously injured are, in fact,
seriously injured and many of those classified as slightly injured
are, in fact, seriously injured. The existing definition of "seriously
injured" covers everything from a broken finger to total paralysis
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and to death occurring more than 30 days after the accident.
Within these unsatisfactory definitions there is widespread
under-reporting and misreporting of casualties and the distri-
bution of these errors varies widely between different categories
of road user. The information is very defective in the case of
pedestrians and cyclists, who are at high risk of serious injury
as a result of their lack of protection.
The introduction of more reliable reporting of road accident

casulaties would enable high risk groups to be identified more
easily and existing resources could be channelled into counter-
measures where they are most needed. The consultative
document issued by the DHSS on record linkage between road
accident returns (collected by the police) and hospital records
represents a first step in this direction, but much more needs to
be done.
The reference to "excessive administrative burden" in this

question should be qualified by reference to the situation in
respect of industrial accidents. The administration which has
been set up to control industrial accidents (inspectors, etc) is
much more extensive than that set up to deal with road accidents.
Nevertheless, young people are far more likely to be killed or
seriously injured in road accidents than in industrial accidents,
and it is significant that over the past 30 years industrial accidents
have been much better controlled than road accidents. There
are good reasons why it is far more difficult to control road
accidents than industrial accidents, but it remains true that,
compared with industrial accidents, road accidents have received
a far smaller proportion of administrative resources devoted to
accident prevention. The point is made in answer to this question
because previous efforts to improve the quality of information
about road accident morbidity have always been met by the
claim that they would involve an excessive administrative burden.
In fact this step is an essential prerequisite to recommending
measures to control injury-producing road accidents-unless we
are to continue with the outmoded and "ad hoc" approach to
road safety based on the fallacy that "anything which sounds
reasonable will be effective."
Without adequate information about road accident morbidity,

and without sufficient research having been carried out on the
human factors influencing the risk of involvement in injury-
producing accidents, we do not consider it responsible to
suggest any further countermeasures at the level of prevention
of the accident itself. We do, however, recommend that priority
should continue to be given to environmental measures which
reduce the extent of injuries received in road accidents by
introducing requirements relating to occupant restraint devices
in vehicles and other safety factors in vehicle design, and we
believe that particular attention should be paid in this respect
to relatively unprotected road users such as motorcyclists in the
form of crash helmets, protective (and reflective) clothing, leg
guards, etc.

Is the balance of the present programme about right
or should the priorities be changed? In particular,
should greater weight be given to the interests of the
pedestrian?

More attention should be paid to the interests of the child
pedestrian. This country has the worst child pedestrian casualty
rate in Western Europe, and there is little evidence to suggest
that this is due to any large measures to excessive exposure. Not
only does the existing education in road safety in schools fail to
take account of the way in which children react and think, but
no attempt seems to have been made to explain to motorists the
special problems of child pedestrians. Instead, reliance is placed
on motivational messages such as "watch that child," which have
little effect.
Our main concern is the lack of information about human

factors influencing the risk of road accidents-for example, no
attempt was made following the Road Safety Act of 1967 to
ascertain the distribution of alcohol in the driving population,
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and very little research has been carried out to ascertain the
attitudes of drivers and other road users to factors adversely
influencing risk of accident. In these circumstances it is hardly
surprising that the measures introduced to modify supposedly
adverse attitudes ("supposedly" because we have not yet taken
any steps to ascertain what they are) have been largely un-
successful. It is agreed generally in this country (and certainly
accepted by the Government and by TRRL) that human factors
contribute to 95% of road accidents and are the sole cause in at
least two-thirds. Yet only a small proportion of the available
research funds are expended upon them.
The official view seems to be that because countermeasures

based on human factors have been unsuccessful in the past there
is no point in carrying out any more research on them. The latest
annual report of the TRRL concludes yet again that it may be
more profitable to concentrate on environmental factors,
apparently overlooking the fact that the conventional motor car
is likely to exist at least until the year 2000, during which
period several million people in this country (on the basis of
present trends) will be killed or injured by motor cars or in them.
In our opinion the counsel of despair which has led the TRRL
to divert research resources into studies based on the need to
get rid of the driver, instead of modifying his behaviour, are
largely misplaced.

Is ulcerative colitis associated with a genetic component and what is the
risk of developing this disease in children of a parent who has suffered
from it ?

The causes of ulcerative colitis are unknown. Familial cases do occur,
and there is an increased incidence not only of ulcerative colitis but
also of Crohn's disease and ankylosing spondylitis in some families.
It has been estimated that the expected familial incidence of ulcerative
colitis is about 1%, whereas the observed figure is 5-10%.1 The most
common finding is two or more affected siblings but parent-child
disease occupies second place.2 Second- or third-degree relatives are
only slightly at risk. The genetic background is only one factor in the
aetiology, and environmental causes may operate. Hence formal
genetic counselling is impossible, although an affected parent may
have to be told that there is a slight risk. From the figures cited above
the risk appears to be around 5%. In practice, parents and children
who contract inflammatory bowel disease often tend to develop
symptoms within a few years of each other.

1 Goligher, J C, et al, Ulcerative Colitis. London, Balliere, 1968.
' Lewkonia, R M, and McConnell, R B, Gut, 1976, 17, 235.

What causes spasmodic twitching of the eyelid in an apparently healthy
young woman and what treatment might be used?

Spasmodic twitching of the orbicularis muscle or myokymia is not
uncommon and is rarely a symptom of organic disease. Fatigue,
debility, and anaemia have been cited as causes. Small doses of
quinine by mouth may have a therapeutic effect and are worth trying
if the condition persists.

Why do pus cells impart a yellow-green colour to sputum ?

Peroxidase from the granules of polymorphonuclear leucocytes has a
green colour when extracted and concentrated. Previously known as
verdoperoxidase,l it is now called myeloperoxidase. The same enzyme
is responsible for the greenish colour of chloroma, the tumour that
sometimes forms in bone in myeloid leukaemia. Myeloperoxidase
liberated from disintegrating pus cells imparts a greenish colour to
sputum, especially pronounced when the sputum collects in a bronchi-
ectatic or abscess cavity from which the accumulating pigment is not
rapidly excreted.2 3

Agner, K, Acta Physiologica Scandinavica, 1941, 2, suppl 8.
Dulfano, M J, Sputum. Fundamentals and Clinical Pathology. Springfield, Illinois,

Charles C Thomas, 1973.
3 Robertson, A J, Lancet, 1952, 1, 12.

For how long is long-term maintenance treatment with phenothiazines
justified ?

A recent trial' of withdrawal of long-term injections of fluphenazine
proved their value in preventing relapse in chronic schizophrenic
patients. There was no association between relapse rate and length of
time on the injections, indicating that there is no particular period
after which maintenance treatment may be safely withdrawn. Other
work, however, suggests that for schizophrenic patients living for long

periods in the sheltered environment of a mental hospital2 and for
those living at home with understanding and sympathetic relatives3
long-term phenothiazines are unnecessary. The answer, therefore, is
that for those who need them they should be continued indefinitely,
but that certain groups of schizophrenic patients can be identified for
whom they need not be prescribed at all.

'Hirsch, S R, et al, British Medical journal, 1973, 1, 633.
2Andrews, P, Hall, J N, and Snaith, R P, British Journal of Psychiatry, 1976, 128,

451.
3 Vaughn, C E, and Leff, J P, British J7ournal of Psychiatry, 1976, 129, 125.

Is there any worthwhile treatment of cervical spondylosis apart from
physiotherapy, which is of limited value?

The most helpful ways of treating cervical spondylosis are: (1) in the
most painful cases bed rest with immobilisation of the neck either in
plaster cast, collar, or supporting pillows. Traction may be used, inter-
mittent or continuous, when the most acute symptoms improve, but
it should be stopped if results are unsatisfactory. Analgesics should be
used 4-6 hourly as needed; (2) in less severe cases traction, analgesics,
and supporting collars worn in the day with the neck supported with
cast, collar, or pillows at night; (3) in milder cases simple exercises
and analgesics as needed with simple pillow support at night, using a
bandage to make a V-shaped support in a medium soft pillow and
small soft pillows to support the neck. Only rarely is surgery indicated,
usually when neurological complications arise. Manipulation is a two-
edged weapon, sometimes helpful, sometimes the opposite, and
occasionally dangerous. Happily most cases subside in time, though
they may take several months to do so, and some patients experience
prolonged symptoms with psychiatric features, anxiety, or depression.
Physiotherapy helps in variable degree at certain stages. The whole
subject is excellently reviewed in Cervical Spondylosis.1

'Cervical Spondylosis, ed Marcia Wilkinson, 2nd edn. London, Heinemann Ltd,
1971.

I have heard that sex hormones may be useful in the primary treatment of
rheumatoid arthritis. Is this true ?

I am not aware of any major critical research work reporting the
successful use of sex hormones as a primary treatment of rheumatoid
arthritis. The temporary improvement noted in some patients in
pregnancy has prompted the trial of various oestrogen-progesterone
mixtures and placental extracts hoping to induce a sustained "pseudo-
pregnant" endocrinological state: none was successful. Some conclude
from this that the improvement results from increased levels or
altered metabolism of plasma corticosteroids.1 Various anabolic
derivatives of testosterone have been tried unsuccessfully to counteract
the catabolic effects of steroid treatment in rheumatoid subjects,
particularly on muscle and bone. These compounds have been given
in sufficient quantity to produce virilism in women without any
beneficial effect being noted either on the myopathy and the osteo-
porosis or on the rheumatoid disease. The prostaglandins play a part
in the production of chronic inflammation, but as yet this is of
academic significance only.

Arthritis and Allied Conditions, ed J L Hollander and D J McCarty, 8th edn, p 272.
London, Kimpton, 1972.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6042.1000 on 23 O
ctober 1976. D

ow
nloaded from

 

http://www.bmj.com/

