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by that familiar figure in the reassuring surroundings of his
surgery.
There is abundant evidence that diastolic pressures above

l10 mm Hg are associated with an increased incidence of
illness and that treatment is effective, so that this group un-
doubtedly merits treatment. Certainly in mild hypertensives
with diastolic pressures of between 90 and 109 mm Hg the
blood pressure can readily be reduced. Nevertheless, it has
still to be shown whether the risk of cardiovascular disease is
thereby reduced. We should not underestimate either the
importance or the difficulties of finding out.
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Survival at sea

Ever since the second world war scientific interest has been
maintained in survival after shipwreck. In Britain research was
done under the auspices of the Royal Navy and the Medical
Research Council. A special subcommittee on survival at sea
was led by R A McCance until 1970, and since then by G R
Hervey. The scientific aspects of the problem have now been
lucidly and readably reviewed by F E Smith,' who was
secretary of the subcommittee for most of the postwar years,
and medical scientists and seafarers all over the world should
be grateful for this record.
The first and most important step was the development of a

self-inflating and self-launching rubber raft able to protect its
occupants from extremes of heat and cold. The combination of
an inflatable floor, sleeve openings, and a double cover insulates
the occupants from cold and preserves the heat they produce.2
Opening the sleeves and deflating the floor in the tropics
allows cooling by sea breezes and sea water, while the cover
gives shade and allows the collection of rainwater.3 There are
now many varieties of such rafts, but the original oval 20-man
raft developed during the early postwar years jointly by Royal
Naval architects, medical scientists, and private industry was
the first rescue craft that combined easy launching with
seaworthiness and protection from the elements. All later
designs were based on it, including those used by the US
Navy.4
The amounts and nature of the food that should be carried

and whether water should be distilled, desalinated, or carried
received much attention. Recommendations adopted by the
Royal Navy were based on trials in arctic, tropical, and domes-
tic sea inlets, in which one of the civilian medical team spent
up to five days with volunteer sailors under simulated survival
conditions. Predictably the need was for water rather than food,
except in extreme cold.2 In tropical trials the evaporation of
sea water from clothing and the shading of the canopy were
found to reduce water requirements to those usual under
temperate conditions.3 Adding glucose to the diet also saved
water in the long run by sparing protein, preventing ketosis,
and allowing a lower metabolic rate.5 The most economical

and least risky way of providing water within limitations of
weight and space was to take it as such, supplemented by
lightweight plastic solar stills.
Some of the negative findings may have been as valuable as

positive ones. Careful studies showed the great danger of
drinking sea water5 6and the impossibility ofobtaining enough
fluid of sufficiently low osmolarity by catching and squeezing
fish.7 Such myths had been spread among others by Bombard,8
who had reported no controlled studies and had given no
quantitative evidence. His much-publicised transatlantic
journey (on which he claimed to have survived on nothing but
sea water and fish) had passed through regions of rich rainfall
on a raft which according to his own report allowed the collec-
tion of rain water. Bombard also carried emergency supplies
of food and water which he was unable to produce on arrival,
perhaps through misfortune.
The reason people die of thirst is hyperosmolarity of tissue

fluids and consequent damage to brain cells. Since sea water
contains about 3-5% NaCl but urine cannot contain more than
about 2% it is difficult to see how sea water can do anything
else in thirsty castaways than increase the osmotic concentra-
tion and hasten death.7 9 But contamination of drinking water
by only a little sea water need not cause anxiety. Sea water may
also safely be used for cooking and may be a useful source of
electrolytes on long journeys in small boats when there is no
restriction of drinking water.
Much knowledge was gained about response to heat and cold

--especially the latter, which kills many survivors after ship-
wreck.10 Brief immersion in icy water while swimming
between ship and liferaft without protective clothing is not
necessarily fatal,3 11 and ordinary clothing can give some
insulation even in water." Subsequent careful trials by
Keatinge12 much expanded our understanding of these
problems and also showed that swimming increases heat loss
by diverting blood flow to the periphery-except perhaps in
people who are well insulated by fat, as are whales and Channel
swimmers.
An unexpected aspect of research on survival was some

pharmacological studies. Rubber rafts bob about on the waves,
and the scanty rations of food are too precious to be lost to the
fish through seasickness. Vomiting also makes dehydration
worse. So a series of experiments was set up to study sea-
sickness remedies, assess the best dose, and establish intervals
between administration and effect.'3-'5 The first trials were the
earliest completely controlled and statistically designed cross-
over, double-blind, pharmacological experiments on large
numbers of volunteers. They received active substances of
identical appearance and indistinguishable dummies in random
sequences so that similar numbers had each treatment in each
separate test. Wave motion was recorded and kept constant
within acceptable limits. The activities of the volunteers were
controlled before each test, while interactions among the
volunteers were randomised by varying the seating. Effects
were assessed objectively by observers and subjectively by
questionnaires. Since the main side effects of most seasickness
remedies-nausea, drowsiness, and dizziness-are also the
main subjective effects of seasickness, similar experiments
were conducted ashore without wave motion,16 so bringing the
study of side effects into the realm of controlled statistical
research. It turned out that L-hyoscine hydrobromide in doses
up to 1 mg was the most effective (at least on rubber rafts) and
that remedies which best prevented seasickness appeared to
have the most side effects ashore and the fewest at sea.
Subsequent studies showed that doses of hyoscine as low as
0 1 mg may be effective.17
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Sadly, death after shipwreck is still a danger. People are lost
when ships sink, yachtsmen die when their boats capsize, and
deep-sea fishing remains among the most hazardous of all
occupations, more so than mining. At best it can be said that
problems have been defined, knowledge gained, and useful
improvements made. Those who have given their time and
energy (frequently at the expense of their own research and to
the detriment of their careers) without thought of reward or
thanks, often at great discomfort, sometimes risking their lives
in icy water and in Arctic or Atlantic gales, could hope for no
more.
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RCP appeal
In a time ofinflation the very number of cries for help from our
institutions, historic houses, and cathedrals might make doctors
reluctant even to consider supporting another appeal. Yet they
would be wrong to ignore the claims on their generosity of the
Royal College of Physicians of London, which last week
launched an appeal for C1- million. Whether apparently or in
reality, the move to its new London building in Regent's Park
twelve years ago brought winds of change. Taking care not to
forget the provinces, the college started a vigorous postgraduate
education programme, with refresher courses, teach-ins,
clinicopathological conferences, and specialised meetings. It
introduced new features such as guidance on the ethics of
human experimentation, language scholarships (particularly
relevant to its role in advising the Government on EEC
problems), and a faculty of community medicine. It continued
its traditional concern for the public health with reports on
smoking, rehabilitation after stroke and myocardial infarction,
and fluoridation of water supplies. And, finally, the MRCP
examination changed so that, rightly or wrongly, candidates
came to feel that, though the test was still formidable, it was
fairer than its reputation had led them to believe.
The college has now run out of space to house all these

activities, let alone to do justice to new projects such as the
proposed medical services study unit. Besides enlarging its

building, it wants to play a full part in developing industrial
medicine in Britain, and to expand its representation in Europe
and overseas. All this will cost a lot, and, even though the
college has already received gifts or promises of support of
over £500 000, the case for contributions by individual doctors
is strong. Our ancestors did not stop building cathedrals in
times of adversity, and we, who will leave the future with
fewer tangible benefits, should follow their example.

Caring for vagrants
CHAR, a charitable organisation concerned with single
homeless people in London, has been trying to organise primary
medical care for them in the West End, but its plans are
threatened by lack of money. In Edinburgh, by contrast, the
Lothian Health Board is arranging to provide such facilities for
the 1000 or so inhabitants of the city's lodging houses. Why, it
may be asked, if there is a fully comprehensive general-
practitioner service under the NHS, should such special
facilities be necessary? The answer is to be found in the
organisation of our primary care system and in its conventions.

General-practitioner services are made available to the
public through the NHS on the assumption that the user has a
home-thus permitting continuity of medical care. This con-
cept is not affected by the use of rotas and relief services for
night and weekend cover.' A patient's short-term absence from
home on holiday or otherwise is adequately covered by the
system of temporary registration. In calculating what the GP
should be paid the profession, the Government, and the
Review Body estimate the work load created by an "average
patient." New patients tend to consult more frequently,2
so that any increase in patient turnover creates extra work.
As a body, GPs have accepted the responsibility for providing
care for everybody who lives in Britain. Each acknowledges
that there are a few burdensome patients in the community
who have to be shared out among the profession; each doctor
has his own (albeit self-selected) quota of such patients.

In several ways vagrants pose special problems for which
the general-practitioner services in the NHS are not equipped.
Firstly, they have no home and cannot therefore register
permanently with one doctor in the usual way. Secondly, they
require more than average medical care: in one study3 less than
half were free from chronic disease: 17% had chronic bron-
chitis, 10% pulmonary tuberculosis, and 28% suffered from
either epilepsy or a psychiatric disorder.

Ideally, perhaps, primary care for vagrants should include
a screening service to search for and detect serious illness.
Nevertheless, most probably if such a service was provided
by GPs the tests would be repeated as the vagrants wander the
country. The heavy demand that such individuals can put on
the hospital services has already been calculated-one Scottish
tramp cost the NHS over £10 000 in the course of a few years.4
Moreover, the presence of vagrants in the waiting room may
upset other patients. For all these reasons many practitioners
are unwilling to include homeless people on their list as
either permanent or temporary patients.
The problem is mainly confined to the centres of our large

towns (districts in which general-practitioner services anyway
tend to be atypical5). A good case may be made for providing
special primary care services for these patients, but in times of
financial constraints few area health authorities are likely
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