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were performed on spontaneously breathing patients via the
nasal route under local anaesthesia. The indication was usually
for retained sputum with lobar collapse. Bronchoscopy improved
the air entry in all cases, quite dramatically so in some. One
such case is illustrated in fig. 3.
This 17-year-old youth sustained contusion of his right lung

and a pneumothorax due to a motor cycle accident. The pheu-
mothorax was successfully treated by an intercostal drain, but
over the next three days, despite physiotherapy, first his left
lower lobe and then his left upper lobe collapsed (fig 3a). This
collapse was resistant to hourly physiotherapy. Fibreoptic
bronchoscopy showed some increased secretions in the right
tree and complete occlusion of the left main bronchus by blood
clot and mucus. This was aspirated and was seen to extend to
the segmental orifices of both lobes. Eventually all visible blood
was aspirated. The left chest movement and air entry were

dramatically improved, as was the chest x-ray picture (fig 3b).
There have been no complications from the procedure and it is

well tolerated, even by very sick patients. Therapeutic broncho-
scopy with a flexible fibrescope is therefore a valuable procedure
in selected cases and should be available in intensive therapy
units.
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Bone and Joint Diseases

Hip fractures up to date

P A RING

British Medical3Journal, 1976, 2, 1429-1431

Fractures of the femoral neck are the commonest serious leg
injuries seen in the elderly. They have a high associated mor-
bidity and mortality, not because of the injury but mainly
because of the physical and mental conseq-uences in the elderly
of staying in hospital with a period of relative immobility. Both
morbidity and mortality can be diminished by early and
energetic treatment, and most of these patients may, with a
combination of good orthopaedic and geriatric care, return to
their previous environment with little or no additional disability.
Although a history of a fall in these patients is common, some

will admit that the leg just gave way, and the injury is clearly
associated with a senile osteoporosis. Thus many of these
fractures are caused by disease.

Diagnosis

The history of a fall, or the story that the leg suddenly gave
way, is a characteristic one, and the diagnosis in most elderly
patients should not be in doubt. The leg lies in an externally
rotated position and appears shortened, and any attempt at
movement is painful. In some patients, however, the fracture
may be impacted, and indeed walking is sometimes possible al-
though uncomfortable after such an injury. The risk of neglect
in these patients is obvious; such a fracture, which is a relatively
favourable one, may disengage and become displaced.
The immediate management is the provision of suitable

analgesics. Splinting the limb by tying it to the opposite member
is a useful way of diminishing the discomfort during a journey
to hospital.
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RADIOGRAPHS

Good anteroposterior and lateral films are necessary not only
to confirm the diagnosis but also to establish the level of the
lesion since this influences the orthopaedic management to a
considerable extent. Three main groups of fracture can be
identified.

Subcapital

The fracture line is essentially at the junction of head and neck. It
may lie in a relatively horizontal plane or may incline more to the
vertical; the latter position is more unfavourable since the fracture is
inherently unstable. Subcapital fractures may be classified again in
more than one group.
Impacted-There is no disengagement at the fracture site; indeed,

the outer side of the fracture is impacted into the femoral neck giving
an essentially stable position. These are the fractures on which walking
is often possible after the injury has occurred.

Undisplaced-These are very similar to the impacted fractures.
There is no appreciable displacement on the femoral head relative to
the neck, but both parts of the femur are disengaged at the fracture
line.

Displaced-Here the amount of displacement may vary widely from
a simple varus angulation of the neck to a complete separation of neck
and shaft.

Basal neck fractures

Basal neck fractures occur at the junction of the neck and the
trochanteric region; separation of the fragments may vary from slight
to a very major angulation.

Trochanteric

The fracture line passes through the trochanteric region separating
the lesser trochanter that lies as a free fragment and occasionally the
greater trochanter as well. Displacement may again vary in severity
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from a fracture that is visible only as a hairline crack to one with major
displacement of the femoral shaft on the femoral neck and head.

The importance of the distinction in the radiographic
appearances lies in the method of surgical treatment and does not

influence the general management.

Treatment

Because the risks of prolonged immobilisation in the elderly
are well known treatment is surgical save under the most

exceptional conditions. Even in a patient who is normally
confined to bed or a wheelchair it may be preferable to fix the
fracture securely in order to relieve pain, make nursing easier
and therefore more effective, and lessen what would otherwise
be an additional disability. There is no place for long-term
traction nor plaster immobilisation in the hope of securing bony
union, but it may be in the best interests of the demented or the
paralysed patient not to treat the fracture at all, particularly if it
seems to be a source of relatively little discomfort.

Surgery must be carried out at the earliest possible moment

which for most patients will be within a few hours of the accident.
Although on general medical assessment some of these patients
appear poor operative risks, in few is the risk diminished by a

day or two spent on general medical care, and it is usually better
to treat a fracture as an emergency and then deal with the
medical problems that many of these elderly patients pose.

Operative principles-The blood supply of the femoral neck
is derived from a vascular anastomosis that passes from the
trochanteric region up the femoral neck close to the bone and
into the femoral head. Thus fractures at the base of the neck
and above carry with them the risk of disturbing the blood supply
of the bone above, and such a vascular disturbance may in time
produce ischaemic necrosis and may in part be responsible for
non-union at the site of the fracture. The nearer to the head of
the femur the fracture lies the greater this risk, and for this
reason removal of the femoral head and part of the neck and
replacement by a prosthesis may in many patients be superior
to the results of internal fixation. The balance of the argument

is often a fine one, and there is no doubt that a soundly united
femoral neck fracture in a good position with a viable head
carries with it a much greater chance of a permanent long-term
solution to the femoral neck fracture than removal of the implant
and a simple prosthetic replacement of the femoral head, a

procedure that not only carries with it a higher mortality but
may over the years be associated with acetabular wear.

It is generally accepted that the impacted subcapital fracture is
best treated by simple internal fixation, and may occasionally
be managed conservatively throughout. It is also generally
accepted that the widely displaced subcapital fracture in which
contact between the femoral neck and the head has been lost
carries with it such a high risk of avascular necrosis that primary
prosthetic replacement is the procedure of choice. Between
these two extremes, however, there may in some patients be a

place for internal fixation and in others a place for prosthetic
replacement. To some extent the age of the patient may influence
such a decision. It may be better to strive for union in the
relatively young patient, even at the risk of a period of protected
weightbearing, while in the elderly a rapid solution by prosthetic
replacement may often be preferable.

Internal fixation-To achieve satisfactory internal fixation the
fracture must first of all be reduced, a manoeuvre that must be

gently and simply executed to avoid the risk of further vascular
damage. Simple traction, gentle abduction, and gentle internal
rotation should bring the fragments back to the anatomical
position. If this cannot be achieved internal fixation is certain to

fail. The traditional method of fixation is the Smith-Petersen
trifin nail that ideally passes through the lateral femoral cortex,

rests on the calcar, and penetrates the centre of the femoral head,
a position of three-point fixation. Various other methods have
been produced to improve the fixation of the two fragments
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multiple pins, Garden's lag screws, Smyth's triangle with two
lag screws, and various systems of sliding nail. The more complex
the system the more difficult it is to obtain a good technical
result, and it seems unlikely, despite the statistical evidence,
that more complex methods of fixation carry with them an
appreciable advantage over the simpler and time-honoured
Smith-Petersen procedure. Indeed, in many patients the fate of
the femoral fracture is sealed at the time of the accident and
perhaps at the time of the operative manipulation.

If the vascular supply is good and the fracture is easily reduced
then the conditions for internal fixation to succeed are favourable,
and the method of fixation may well be immaterial provided it
is well applied. No method of internal fixation, however secure,
can overcome the problem of the avascular femoral head.

Prosthetic replacement-Removal of the femoral head and the
insertion of a prosthesis overcomes the problems of non-union
and avascular necrosis. This can be done either with the Moore's
prosthesis or by using a Thompson prosthesis inserted into the
femoral shaft with the aid of bone cement. Undoubtedly both
these procedures carry a higher morbidity and mortality than
those of simple internal fixation, and during the postoperative
period there are risks of the prosthesis dislocating and also of
infection. Dislocation at best means a period of traction in
recumbency. Infection is always a disaster and usually
necessitates removal of the implant. In practice both these
complications commonly end fatally, clearly both to a large
extent avoidable by good surgical technique.

Basal neck fractures-Fractures of the base of the femoral
neck again carry with them the risk of delayed union and a risk,
although a smaller one, of avascular necrosis of the femoral neck
and head. Nevertheless, this risk, in distinction to the high
fracture, is not sufficiently great to justify the use of prosthetic
replacement even when displacement is wide, but fixation with
a simple trifin nail is inadequate, and this must be supplemented,
as in the trochanteric fracture, by a side plate.

Trochanteric fractures-Secure internal fixation of these
fractures can be achieved by the insertion of a trifin nail with a
side plate, the latter screwed to the femoral shaft. There are
advantages in a one-piece appliance but a two-part appliance
serves equally well. Clearly, whatever device is used its strength
must be sufficient to permit immediate weightbearing, and unless
the fracture is grossly comminuted and the fixation poor, this is
usually possible. More recently Enders has described a method
of internal fixation using pins up the femoral shaft that avoids the
need of a wide open exposure and thereby diminishes the risk of
postoperative infection. This method has not yet gained wide
acceptance.

Postoperative management

The object of internal fixation is to allow early mobilisation,
and two or three days after the operation these patients can stand
and walk bearing full weight upon the injured limb. The
problems thereafter are twofold, firstly, the avoidance of
complications immediately associated with the injury and
operation, and, secondly, the general medical care and rehabili-
tation.
The commonest postoperative complication of a hip fracture

is pulmonary embolism, and Sevitt some years ago advocated
prophylactic anticoagulants to overcome this particular difficulty.
Their use has not gained wide acceptance, partly because they
are not without risk, and partly because over the past few years
other methods of avoiding both venous thrombosis and pul-
monary embolus have gained ground. The routine risk of low-
dose heparin and the use of dextran for two or three days
postoperatively both have their advocates, but for this particular
group of patients in the early postoperative period an elastic
supporting stocking to encourage venous return, early mobilisa-
tion, and keeping the legs horizontal when sitting are probably
as important as any of the medical measures of prophylaxis.
Many of these patients present general medical problems often
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unrecognised until the fracture occurs, and in addition many
present social problems that are brought to light only on their
admission for hospital care. It is in these cases that the close
association between the orthopaedic, geriatric, and social
services departments of a hospital are of the greatest importance.
All these patients need a full medical and social assessment at a
relatively early stage, and many need a planned period of
rehabilitation not only for the hip fracture but also for general
medical care before they are fit to return home. An active and
energetic geriatric rehabilitation unit is essential if these patients
are to return to full activity, and with such a service most in fact
will do so. In the postoperative period the orthopaedic aspects
of this type of injury play only a small part.

Prevention

Clearly in many patients a hip fracture is in fact a pathological
fracture through osteoporotic bone, and its prevention, if this

were possible, would be a major improvement in the care of the
elderly. A few patients with hip fractures will in fact be found to
be suffering from osteomalacia and a correction of this may
prevent a similar injury on the other side at a later date. There is
some evidence that giving oestrogens to postmenopausal
women reduces the risks of senile osteoporosis and might
therefore be expected to diminish the incidence of hip fractures,
but in general it seems unlikely that in an aging community
much can be done to diminish the incidence.
Over 30 000 people each year in England and Wales, almost

all elderly, and most of them women, are admitted to hospital
after a fracture of the hip. Some will die as a result of the injury
or the treatment, or more commonly from intercurrent disease.
Some will inevitably end their days in a long-stay bed or in
sheltered accommodation, but with good surgical treatment and
a high standard of geriatric and nursing care most can return to
their place in the community with no additional disability
caused by the injury.

Aspects of Student Health

Psychological problems of students

C J LUCAS

British Medical Journal, 1976, 2, 1431-1433

A consideration of the psychological problems of students must
take place against a complex and changing background. Rapid
social and technological changes are taking place in society.
Values are changing, or under challenge; uncertainty pervades
increasing areas of life. Whether changes are seen as adverse or
beneficial, they are likely to contribute to a climate of conflict
and stress that individuals will react to in their own personal
ways.
Within higher education there have been major and con-

tinuing changes. The 1960s saw rapidly rising student numbers
and the development of new universities. Within institutions
knowledge has exploded, courses have diversified, and options
have increased. More has been questioned than ever before.
Ironically, economic recession has brought a reduction of
subsequent vocational opportunities. How such complex factors
may influence late adolescent development and identity forma-
tion must largely be a subject for speculation, but they are likely
to have contributed to the various modes of unrest and dis-
turbance that have been enacted in universities in recent years,
and which find their counterpart in the consulting room.
Those working with students in clinical services have them-

selves, over the years, experienced change and confusion, as
conceptual models of "health" and "illness," "normality" and
"disturbance" have lost the illusory clarity of earlier years. The
development of new therapeutic approaches has added to the
range of possible provision for such problems, but theoretical
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confusion and difficulties in evaluation have contributed to
uncertainty.

Developments this century

To understand the present position it will be useful to re-
capitulate briefly some of the important developments of the
past few decades. A more fully documented account of some of
the earlier aspects is provided by Mair.'
The Boer War led to a recognition of a deplorably low standard

of physical health among recruits. The concern evoked eventually
resulted, after various commissions and inquiries, in the estab-
lishment of the school health service. A subsequent royal com-
mission in 1902 commented on the lack in universities of
facilities comparable with those in schools. The emphasis at
this time was exclusively on detecting physical illness and pro-
moting health by physical recreation. So far as the universities
were concerned, all other student problems were regarded as
educational or spiritual and the concern of tutors and religious
advisers. For many years, therefore, medical activities were
confined to detecting physical illness (particularly tuberculosis)
and to promoting health by physical exercise, to which end many
universities appointed directors of physical education. Thinking
continued predominantly on these lines in the years between
the two world wars.
The Goodenough report (1944)2 and reports from the Social

and Preventive Medicine Committee of the Royal College of
Physicians (1943 and 1946)3 advocated the further development
of this preventive approach, with its implicit notion that physical
health was something separate from intellectual and personal
maturation. Thus by the mid-1940s the structure envisaged was
that services should be attached to departments of preventive
and social medicine. It was thought that NHS facilities would
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