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and the other in paediatrics. With an adequate backup of tech-
nical and non-medical staff to maintain the laboratory services
two individuals should be able to run a specialised genetic
service and retain an active clinical practice. While a scheme
like this would not preclude from medical genetics the doctor
who wished to give most of his time to the laboratory or
research aspects, it would attract those recruits who wished to
remain clinicians.
One of the most worrying trends in British medicine over

the last few years has been the rigidity of the training pro-
grammes which have been set out by the royal colleges. These
programmes are supposed to be flexible, but undoubtedly in
many cases they are destroying initiative, and unusually bright
young doctors who wish to pursue a career in a way which
does not fit the pattern get out by the colleges are finding
themselves in difficulties. In particular, the gifted young
research worker finds it difficult to spend several years in
clinical research and then get back on to the rather rigid career
ladders. The training programme set out by the Clinical
Genetics Society is excellent in many ways, but it should aim
at even more flexibility at the specialist training stage. In
particular, it should try to ensure that at least some specialists
in medical genetics can maintain a strong clinical association
with any medical specialty that they choose and that there is
easy access to the discipline for those who have spent several
years in full-time research.
A subject as diverse as medical genetics will lose much of its

excitement and intellectual stimulation if the training pro-
gramme becomes too rigid or the clinical content for consult-
ants is too limited. The specialty should aim at a healthy mix
of clinicians in many topics, laboratory workers, and non-
medical scientists. Haematology and immunology are two
examples of fields that are suffering from rather rigid training
programmes with limited opportunities for those with a strong
clinical or research bent. The geneticists should be careful not
to follow suit.

Smoker's heart
The harmful effects of cigarette smoking on the arteries are
well known, the best recorded association being Buerger's
disease (thromboangiitis obliterans)-a condition of unknown
aetiology which is severely aggravated by smoking. Atheroma
is also made worse by smoking'; the increased incidence and
severity of coronary artery disease (as shown by myocardial
infarction with an associated higher death rate) are well
documented among heavy cigarette smokers.2 Recently
Auerbach and his colleagues have investigated post mortem
the changes in the coronary arteries and arterioles of heavy
smokers and compared them with the changes encountered
in milder smokers and in those who did not smoke at all.3 In
this survey they excluded all patients who had suffered from
diabetes mellitus and also those whose hearts weighed over
500 grams, since patients with hearts heavier than that would
probably have severe hypertension, which itself accentuates
atheroma.

Their results confirmed the increased incidence of severe
atheroma in heavy smokers: in those who had used two or more
packs a day there was four times as much atheroma as in the
group that had never smoked regularly. Ofeven greater interest
was the presence of fibrous intimal thickening of the wall of
the coronary arteries. This microscopical change was found in

advanced degree in nearly one-quarter of those who had
smoked two or more packs a day as compared with less than
10/% of those who had never smoked. Atheroma was found
only in those cases that showed fibrous thickening, but fibrous
thickening was frequently found in the absence of atheroma.

It was, however, the myocardial arterioles that showed the
most severe effects of cigarette smoking. Advanced hyaline
thickening was found in 900/ of those who had smoked two
or more packs a day, whereas in those who had smoked
one to two packs a day the incidence was just less than half.
The most interesting finding was the complete absence of
hyaline change in the myocardial arterioles in any member of
the group that never smoked regularly. Auerbach and his
colleagues had previously shown an association between
hyaline thickening of the arterioles and cigarette smoking in
other organs also,4 and had produced it experimentally in
dogs.5 They suggest that appreciable hyaline thickening
in the myocardial arterioles with or without the associated
fibrous intimal thickening in larger coronary arteries may
properly be called the "smoker's heart."
How these morphological changes are produced is unknown.

One possibility is the effect of nicotine, since the death rate
from coronary arterial disease is less in people who smoke low
tar nicotine cigarettes.6 Dogs given these cigarettes to smoke
show a decreased amount of hyaline thickening of their
myocardial arterioles . Nicotine causes the release ofadrenaline,
and patients with phaeochromocytoma show changes in their
myocardial arterioles.7 According to this theory the vaso-
constrictive effect would be the basis of the smoker's heart.
Whatever the mechanism, Auerbach et al have now shown the
harmful effect of cigarette smoking on the blood vessels of the
heart in specific pathological terms-and their findings should
add weight to the medical campaign against tobacco.
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Adoption of deprived
children
The number of healthy infants offered for adoption has
declined in the past ten years; so adoption agencies have
turned their attention to the needs of older children and those
with medical or social difficulties. In North America the pro-
portion of older children placed for adoption has greatly
increased, and there is a similar trend in Britain. A survey of
children in the care of local authorities published in 1974
suggested that about 7000 children, many of them past
infancy, should be released for adoption.'
Most older children (and some infants too) experience a

period of maternal deprivation before going to adopting
parents. They have often been looked after by a variety of
people and have moved from place to place, and many have
been let down or rejected. Their management creates special
difficulties, but successful placement is nevertheless more than
ever important. It has been said2 that "a failed adoption is
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usually disastrous for the child, so much so that it would have
been better for the child had the attempt not been made,"
but for the deprived child failure to make the attempt can be
almost as disastrous. Two factors that may prevent such
disasters are very careful selection of adopters and providing
consistent, clear professional advice about the problems that
may arise.
The proportion of adopted children referred for psychiatric

advice is greater than average, but less than that of illegiti-
mately born children who remain with their biological
mothers.3 According to Ounsted, there is no difference in the
presenting symptoms of adopted children-with the single
exception that compulsive theft is significantly more common
among those placed after the age of 6 months.4 There are
compelling arguments for early infant adoption, but institu-
tional care does not inevitably lead to irreversible disorders in
later life, and the placement of children after infancy is not
necessarily doomed to failure. A British study showed that of
24 children adopted from institutions at an average age of 34
years most formed normal affectional ties with their parents,
presented few behavioural problems, and performed at an
above-average intellectual level after one year.5 In the United
States three-quarters of a group of parents who adopted
children between the ages of 5 and 12 years who had been
neglected were satisfied with the adoption six years later.6
A recent retrospective inquiry7 in Canada into factors con-

tributing to adoption breakdowns looked at a group of children
mostly past infancy at the time of placement, in whom there
was evidence of preceding deprivation. In most cases the
adoption broke down within a year. Indiscriminate friendliness
and excessive eating were specifically associated with earlier
deprivation, but other symptoms, such as inability to share,
testing behaviour, isolation and withdrawal, hyperactivity, or
conversely lack of normal activity and food refusal were all
described. The adoptive parents declared that they could not
cope with these problems; but in fact the children did not differ
in background or behaviour from a control group whose
adoptions did not break down. Difficult behaviour does not
therefore in itself preclude satisfactory adoption.
Much depends on the parents who are chosen for the

deprived child. There is no single type of family which is
exclusively or consistently successful in adopting older
deprived children. Motivation is important, and there is a
danger that some couples may offer to adopt an older child
when they would have preferred a healthy infant had one been
available. Perhaps "grown-up baby applicants can rarely meet
the needs of waiting children."8 Whatever their preferences or
motives, it is crucial that the parents should want the child for
what he actually is rather than for what they think he can be
made to be. Attempts to change him and rigidity in dealing
with him may induce aggressive and destructive behaviour.
At the same time they will need to understand his feelings if
they are to avoid exacerbating difficult behaviour. Many of
these children have had little opportunity to develop a basic
trust in people and cannot make an immediate positive
response to adopters. Persistent attempts to obtain one may
increase a child's withdrawal or aggravate testing behaviour.
Some children will require professional help, but the reaction
of a child to placement is not always predictable. A disruptive
child will often calm down if he gets his own family, especially
if there is no competition from those of his own age.
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Cats, kings, and computers
A cat may look at a king, and even in this age of automation
there seems nothing odd in the spectacle of a group of humans
sitting down to try to sort out an ailing computer programme.
Indeed, it was only right that the unsatisfactory progress of
the NHS experimental computer programme in the early
1970s' should have led to its reappraisal. Nor is it surprising
that changes are now being recommended, set out in the
DHSS Review of NHS Computing Needs recently published.2
The Departmental Study Group concerned was set up nearly
two years ago to examine the computing needs of regional
and area health authorities and the facilities which should be
provided. Its report discusses the balance between national,
regional, and area planning of computer services and the future
place of the DHSS in the computer research and development
programme. The major conclusions and recommendations
amount to a series of sweeping changes in the present arrange-
ments by which computing facilities are organised within
the NHS: about the only aspect to emerge unscathed is the
concept of the regional computer bureau.
There is little demand for comprehensive computer services

for individual hospitals, which would be costly and difficult
to justify. In that context any idea of the all-purpose computer
must go. For the existing major projects the report recommends
that no further capital allocation should be made beyond
1976-7 and that large-scale central support for systems and
programming costs should not continue beyond March 1979.
A similar phase-out of central support is envisaged for smaller
projects, leading to virtual cessation by 1979. The only central
funding recommended beyond 1979 is for evaluating projects.
The report has also scrutinised arrangements for overseeing

the experimental computer programme and proposes that
in place of the present committees three new bodies should be
set up. All aspects of computer policy and the establishment
of project guide lines would be the responsibility of a computer
policy committee, with a central co-ordinating role. This CPC
would be advised in turn by two committees, one on the
composition and progress of the computer research and
development programme and the other dealing with standard-
ising systems.

So what is the future of computer research and development
in the NHS ? Three themes recur in the report. Firstly, we
need smaller and cheaper systems. This sensible view3 takes
account of the revolution in computer technology in the early
'70s, with the widespread intrpduction of minicomputers
and more recently microprocessors. Secondly, we must find
some means of transmitting information about successful
developments around the country to other units. In this the
DHSS's record has been poor, but this report's proposals
should lead to changes in procedure, so that apparently useful
systems4 may benefit more patients. Finally, the report
emphasises the need to improve evaluation of projects in the
DHSS experimental computer programme-a pious hope,
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