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Health care has, he believes, been led on to a mistaken path
by the belief that the body is a machine and that medicine
should concern itself with identifying and correcting faults and
defects when it goes wrong. This is the wrong concept: what
we need to do is to identify and correct the external events that
lead to the fault in the machine. With that switch in emphasis,
medical research has much yet to offer. The wider view should
also be extended to personal medicine, so that providing acute
care should be seen as the beginning of a responsibility that
continues so long as the patient remains unwell, and cutting
across arbitrary distinctions-acute and chronic, mental and
subnormal.

McKeown, Thomas, The Role of Medicine: Dream, mirage, or Nemesis'?
The Rock Carling Fellowship 1976. London, Nuffield Provincial
Hospitals Trust, 1976.

2 Dubos, R, The Mirage of Health. London, Allen and Unwin, 1960.
3 Illich, I, medical Nemesis. London, Calder and Boyars, 1975.

That lethal weed
Any doctor who has recently attended a medical committee
meeting (and who has not these days) will have observed how
few of his colleagues smoke. The opposite pattern is common-
place in works committees and even in academic meetings with
non-medical members. After two hours the room is laden with
tobacco fumes. Clearly, while the medical profession has got
the message of the dangers from smoking and has taken it to
heart, the general public has failed to heed the warnings
contained in the reports by the Royal College of Physicians
and the United States Public Health Service.
The paper by Doll and Peto in this issue (p 1525) brings to

an end a 20-year investigation of doctors' smoking habits and
sets out in detail the toll that smoking takes from human life,
in both mortality and lingering ill-health. The ratio ofthe death
rate among cigarette smokers to that among lifelong non-
smokers of comparable age was, for men under 70, about 2
to 1, while for men over 70 it was about 1 to 1. The inves-
tigators examined the evidence for many different causes of
death, the relations with age and with tobacco consumption,
and the effects of giving up smoking. The chief ways in which
smoking causes death, especially in middle-aged men, are by
heart disease, lung cancer, chronic obstructive lung disease,
and various vascular diseases. Furthermore, smoking is a
contributory causal factor in other conditions (sometimes fatal)
such as peptic ulcer, cancer of the bladder, and hernia. These
conclusions support other investigations, of which the most
recent are the reports of Reid et all on coronary heart disease
in civil servants and Dische et a12 on cancer of the bladder and
lung.

Between 1951 and 1971 the average number of cigarettes
smoked per day by doctors fell from 9-1 to 3-6, and this has
contributed to a steady decrease in the incidence of lung
cancer deaths in those aged under and over 65. The change is
not so evident in chronic obstructive lung disease: there is
probably permanent damage to lung tissue. Giving up smoking
in a condition such as chronic bronchitis is likely to improve
the disease symptomatically but the damage to the lung tissue
remains. The higher incidence ofdeaths from the complications
of hernia in smokers must undoubtedly be due to the extent to
which a hernia can be aggravated by chronic cough.

This latest report by Doll and Peto consolidates and ampli-
fies the mass of evidence that smoking is a most serious health

hazard and one which is preventable. Doctors as a group have
improved their health expectation partly by younger ones not
starting to smoke but mostly by older ones giving up smoking
or reducing the number of cigarettes smoked. Why is it so
difficult to induce the rest of the population to do the same ?
Much has been done: measures include the Government

warning on the cigarette packet, the publication of the tar
content list, more non-smoking areas in public transport, and
some vigorous health education efforts. A fresh offensive is
needed. A summary of Doll and Peto's report should be made
available to every doctor, schoolteacher, and others concerned
with advising young people.
The best way for them to avoid the smoking danger is by not

starting to smoke. Children of parents who are smokers have a
greater tendency to smoke, and here there is a strong case for
parental example. The time has come to make smoking
unattractive and socially unacceptable. All too frequently the
enjoyment of a non-smoker in a theatre or cinema is ruined by
a nearby addict constantly enveloping him in a miasma of
secondhand tobacco smoke. Surely smoking should be pro-
hibited in theatres and cinemas. Other countries do this, with
advantages to the audience and greater safety, and they also
enforce non-smoking regulations much more effectively than
does Britain-where all too often the comfort of many is
destroyed by a selfish smoker ignoring the rules. Non-smoking
areas in restaurants would be welcomed by many, and the
Government warning printed on ashtrays would help to get the
message across. The evidence is now so strong that the message
on the packet should state that smoking "will" damage your
health. There is a challenge for the Health Education Council
with its new chairman and chief medical officer.

Reid, D D, et al, Lancet, 1976, 2, 979.
2 Dische, S, et al, British Medical3Journal, 1976, 2, 1174.

Intranasal beclomethasone:
wonder drug or hazard?
Whenever a new drug preparation becomes widely used there
naturally arise fears as to its safety, especially when the
drug is a corticosteroid and the disease for which it is used
is minor. This has happened with the beclomethasone dipro-
pionate aerosols, which have become so popular for treating
rhinitis.
The chronic stuffy, runny nose may be a formidable prob-

lem for management. When surgical conditions and infections
have been eliminated the diagnosis of exclusion is rhinitis,
either allergic (extrinsic) or vasomotor (intrinsic). Though
perennial allergic rhinitis may be difficult to differentiate
from vasomotor conditions, patients with seasonal hay fever
form a separate clinical group. Conventional treatment often
gives unsatisfactory results, though desensitisation may help
in definite cases of specific allergy. Antihistamines often cause
unacceptable somnolence, and decongestant drops and sprays
provide only transient relief with frequent severe rebound
symptoms. Intranasal sodium cromoglycate is often ineffective.
Perhaps better than drugs are simple measures such as hot
drinks and avoiding smoking and other irritants, stress, and
rapid changes of temperature.
The concept of administration of topical steroids to the

mucous membranes of nose and bronchial tree is far from new.
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There are obvious benefits from a high concentration at the
required site without systemic ill effects. Though the early
trials with dexamethasone showed considerable adrenal
suppression at therapeutic doses,' in 1972 beclomethasone was
reported as highly successful in controlling bronchial asthma,
even allowing withdrawal of oral steroids; and there was no
biochemical evidence of adrenal suppression after over a year
of treatment. Beclomethasone diproprionate is a synthetic
steroid with high anti-inflammatory activity, 5000 times
stronger than hydrocortisone. In vivo there is rapid enzymatic
degradation to less active beclomethasone monopropionate
and inactive beclomethasone. Because it can act on mucous
surfaces without much absorption it has been widely used in
asthma and eventually in rhinitis. Double-blind crossover
trials have shown good relief of nasal symptoms in seasonal,3 4
perennial,- and vasomotor rhinitis,6 and nasal polyps.7 8
In most trials symptomatic relief in rhinitis has been confined
to nasal obstruction, watery discharge, and sneezing. In
children the effects are more pronounced than in adults.
Ocular symptoms are not relieved to any great extent.4
In all reported trials there have been no important side effects,
and we now know that doses of beclomethasone up to 800 Ftg
per day do not significantly influence adrenal function.9 10
That its action is local rather than systemic is shown by lack
of biochemical changes in the plasma and urine.
A fundamental effect of corticosteroids is that they inhibit

protein synthesis. In the nose this might lead to secondary
atrophic rhinitis, diffuse bleeding, or reduced resistance to
infection. But despite its disadvantages dexamethasone has
been used intranasally for over ten years, and side effects
of this kind in the upper airways have not been seen. After use
of beclomethasone for one year examination with a scanning
electron microscope has shown no change in the surface
structure of the nasal mucous membrane.8 The microbial flora
does not alter,6 and, though candida pharyngitis has been
reported in a small percentage of asthmatics using long-term
beclomethasone, this does not seem a problem with nasal use.11
What is the optimum dosage ? The standard metered aerosol

delivers 50 Lg of beclomethasone per puff. Two puffs four
times a day (400 pg/day) are the optimum in asthma,2 and
most trials in rhinitis have used a dosage of between 200 and
800 ug day. Nevertheless, the differences in pulmonary and
nasal areas suggest that much lower doses might be adequate
for nasal use. One trial6 indicated no therapeutic difference
between 200 and 800 Vtg/day, and the optimum dose may well
be below 200 .g.
A maintenance dose of two puffs twice a day (that is 200 ,ug/

day) should be adequate for nasal usage, and even this may
prove unnecessarily high. Long-term use should be reserved
for patients in whom conventional treatment has failed. Even
then, it seems reasonable to recommend a precautionary
suspension of treatment for one month in every twelve. So
today, and with these cautions, beclomethasone may be
accepted as a powerful and safe weapon in the symptomatic
treatment of allergic and vasomotor rhinitis.
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Today's dreams
Dreams combine a measure of mystery with seeds of fascina-
tion. In our times they are little in vogue as a means of fore-
telling the future, but we may wonder if perhaps Jung was
right in thinking that within them can be seen expressions of
a primeval heritage, mingling with those features of our
individual natures upon which we keep too tight a rein by day.
We might even permit ourselves a thought of Freud, and of
the hidden passions that our dreams clothe not too indecently.
Then what of REM sleep, of which much was heard in the
1960s? Those were the years in which money flowed into
laboratory studies of dreams, encouraged by the similarities
between dreaming and schizophrenic thought.

Nearly two hours a night are spent in REM (rapid eye
movement) sleep, and the finding that awakenings from this
sort of sleep could nearly always elicit descriptions of dreams
led to the belief that all dreaming occurred at that time and
even to the idea that ifREM sleep were lacking we should go
insane and dream by day. Such notions now are passed away.
We have quite typical dreams as soon as we even drowse,' and
mental life continues throughout the whole night; we even
have night terrors when we are not in REM sleep.2 Our
thinking during sleep is less easily governed by cold reality,
and "primary process" thinking emerges-it is primitive, it is
governed by instinct, and discrimination is blurred by emotion.
The emotional forces were held by Freud to be half-hidden,
allowing the "latent" control of the dream to be glimpsed only
through interpretations. The penile erections that form a
regular part of REM sleep have lent unexpected support to
the idea of cloaked sexuality.
Though mental life continues throughout sleep, primary

process thinking is more in evidence during the 20-minute
REM periods, and Molinari and Foulkes3 showed that it
erupts into the dream in staccato bursts simultaneously with
each second or two of rapid eye movements. The periods of
REM sleep recur every 90 minutes, and it is now apparent that
there is a parallel rhythm by day that (in a neutral environ-
ment) makes thinking become like daydreaming4 and oral
gratification more likely5 every 90 minutes.
The emotional life of the day and of the night have a

continuity. Anxious patients are troubled by nightmares, and
volunteers who watched a horrifying film of an aboriginal
sub-incision rite had anxious dreams with irregular breathing.6
Recently Kramer et al7 asked again whether dreams are
orderly and not just random and gave to judges the transcripts
of dream reports that had been obtained by repeated awaken-
ings out of REM sleep. The judges could sort out the reports
and group together not only the dreams of individuals but
also, for each individual, the several dreams he had recounted
on any single night, confirming that dreams reflect the day-
to-day changes in us as well as our enduring individual traits.

It is these traits that are the goal of those who, with Freud,
believe that dreams offer a royal road to understanding the
mind, provided one can reach beyond its special mode of
thinking in the dream. Not least of the problems is the-con-
densation of several themes into one and the recurring play on
words (like the transmutation8 of Buckingham Palace into the
Royal Marsden-the royal ma's den). This assonant wordplay
has been studied experimentally9 by incorporating external
sounds into dreams, so that, for example, the spoken name
"Robert" was followed by the description of a dream about a
"distorted rabbi."
Dreams are of interest to almost everyone, but whether their

study really does lead to a better understanding of a patient's
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