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than for the open operation, but all authorities agree that the
mortality gradually rises with age.

In the series described by Sach and Marshall four-fifths of
the patients were dealt with by open operation, an unusual
proportion at the present time. They explain this discrepancy
by pointing out that many of the open operations were carried
out by general surgeons or registrars in training. Though
transurethral resection may seem the simpler operation, it is
in fact a highly skilled procedure requiring strict training
and care, and it should preferably be performed by a urologist
carrying out the operation daily. There is still a place for the
open operation in patients with particularly large (and
benign) glands, especially if there is also a diverticulum of the
bladder. The routine preliminary cystoscopy which should
precede any prostatectomy will help to exclude an unexpected
malignant nodule and also a symptomless early bladder
tumour.

Sach and Marshall also rightly point out the importance of
careful selection of patients. In their series no fewer than 141"
of cases proved to have prostatic cancer, the mortality in these
patients being 7.300 at the end of three months. The un-
fortunate consequences of carrying out an open operation on
a carcinoma of the prostate are now widely accepted.
On cardiorespiratory features patients are usually classified

in three grades, but even those in grade III need not neces-
sarily be excluded from operation. Other poor risk patients
include those with incontinence of faeces, as it is unreasonable
to expect a patient to pass urine satisfactorily (even after a
successful operation) if he is continually incontinent of
faeces. Patients must not, however, be turned down for
operation if their incontinence is spurious and due to im-
paction of faeces-which is, in its turn, a cause of acute
retention.5 Patients with mental confusion are also poor risks.
The late Terence Millin used to say that better than any
scientific test was the simple question: does the patient know
where he is, whether he is in hospital or in his home? When
not due to renal insufficiency disorientation is a contraindica-
tion to operation.
Among the postoperative complications mentioned by Sach

and Marshall was incontinence: they regarded any patient
needing a penile clamp at the end of three months as inconti-
nent. Nevertheless, they did not mention sphincterometry or
urethral profile recordings. Incontinence is relative, varying
with the position of the patient and the effect of stress factors.6
Incontinence should be a rare postoperative complication,
and, again, Millin7 stated that he had only seen one such case.
Time is important: in the over-80s complete continence may
not return within three months, and Blandy2 reported one
such patient who recovered completely only at the end of
three years. Sach and Marshall suggested consideration of
alternative procedures such as incision of the bladder neck,
which has been tried in prostatic obstruction from time to time
without success, or the indwelling catheter-surely a counsel
of despair. Hence all the evidence strongly suggests that this
assessment from Australia is unduly pessimistic.
The most efficient and safest way of dealing with prostatic

obstruction is to operate early rather than late, with careful
selection of patients. In most cases the operation of choice is
transurethral resection.
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Painless thyroiditis
Thyroiditis is characterised by a spectrum of clinical features.
At one end is the acute episode, usually suppurative, in which
the gland is invaded by bacteria either directly or through the
bloodstream. Local inflammatory features dominate the clinical
picture, with pain, tenderness, and heat over the region of the
thyroid gland, which is usually enlarged. At the other end is
Riedel's "woody" thyroiditis, an extremely rare condition of
replacement of part or all of the thyroid gland by dense
fibrous tissue. Near this end of the spectrum, too, is the com-
mon form of chronic thyroiditis-also known as Hashimoto's
thyroiditis or lymphadenoid goitre-now attributed lo auto-
immune disease. Between these two extremes is subacute
thyroiditis, often called de Quervain's, giant cell, or granulo-
matous thyroiditis; of obscure aetiology, it is frequently
attributed to a viral infection, and mumps, measles, influenza,
Coxsackie, and other viruses have been blamed, usually without
good evidence.' In the typical case the patient complains of
severe pain over the thyroid gland, which may radiate up the
neck to the ears. Painful dysphagia is common, and consti-
tutional symptoms such as fever, sweating, and fatigue
are usually present. The thyroid gland is enlarged and tender,
often firm to the touch. The sedimentation rate may be as high
as 100 mm per hour. The disease usually settles down over a
few weeks, and simple treatment with analgesics such as
aspirin usually suffices; occasionally, local or constitutional
symptoms are severe enough to justify corticosteroid treatment,
the response to which is almost dramatic. A few patients be-
come hypothyroid after an attack of subacute thyroiditis and
require permanent replacement treatment.
The constitutional features of this disease are generally mild

and non-specific, but occasional patients present with symp-
toms suggestive of hyperthyroidism-nervousness, palpita-
tions, increased sweating, and heat intolerance-usually
attributed to release of preformed thyroid hormones from the
inflamed thyroid gland. This hyperthyroid state is usually
short-lived.

In a recently described, little-recognised variant of subacute
thyroiditis2-5 not only do the features of hyperthyroidism
dominate but the thyroid gland is neither enlarged nor tender.
This diagnosis should be suspected in all hyperthyroid
subjects without palpable goitres. Dorfman et al described
eight patients with this disease who accounted for 15% of all
thyrotoxic subjects seen by them over a 12-month period. They
drew attention to other reports of similar hyperthyroid patients
who appeared to have subacute thyroiditis,3 in most of whom
a goitre was present. Papapetrou and Jackson4 proposed the
term "silent" subacute thyroiditis for those cases without pain,
and Jackson5 later suggested the term "hyperthyroiditis" for
those with clinical and biochemical features of hyper-
thyroidism. Where biopsy has been carried out the features
have been those of lymphocytic thyroiditis.

In these patients biochemical evidence supports the clinical
diagnosis of hyperthyroidism, but the thyroid uptake of radio-
active iodine is not increased. This is perhaps the most im-
portant clue to the disease. Serum concentrations of anti-
thyroglobulin antibodies are usually raised, but other tests of
antithyroid antibodies are less often positive.
Most clinicians would be unwilling to accept that this

unusual form of thyroiditis could account for as many as 15%
of thyrotoxic patients, but clearly the diagnosis can easily be
missed, and the clinical picture can be most confusing. The
absence of thyroid enlargement in patients with a clinical
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picture of hyperthyroidism would usually be considered a
reasonably strong point against the diagnosis, especially in
young patients, and the finding of a low thyroid uptake of
radioactive iodine would be accepted by most people as
evidence justifying exclusion of the disease. In such circum-
stances the physician should think of unusual causes of hyper-
thyroidism-thyrotoxicosis factitia, the effect of exogenous
iodide ingestion, or, very rarely, struma ovarii, hydatidiform
mole, or metastatic functioning follicular carcinoma of the
thyroid.

Recent descriptions of this form of thvroiditis deserve wider
recognition, for these patients do not require the usual definitive
forms of treatment for this disease-the hyperthyroidism
seems to be transient. A short course of propranolol may be
enough to tide the patient over the transient hyperthyroid
state, and little more needs to be done apart from careful
follow-up to detect possible hypothyroidism.
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Painful diabetic neuropathy
Pain is an uncommon but disabling feature of diabetic
neuropathy, unremitting, with characteristic cutaneous hyper-
sensitivity leading to acute discomfort on contact with clothing.
Constant burning sensations, paraesthesiae, or shooting pains
may also occur, and, like the other symptoms, these are
especially severe at night, possibly causing insomnia and
depression.' Severe loss of weight is the rule, which together
with the protracted pain may lead to extensive investigations,
often for malignant disease,' -3 before the true diagnosis is
made. Ellenberg' used the description of neuropathic cachexia
for some of these patients. The syndrome is much commoner
in men than in women and occurs chiefly in patients over 50.

Pain may be a feature ofboth diffuse symmetrical neuropathy
affecting chiefly the feet, and of some mononeuropathies, most
commonly of the femoral nerve with sensory and motor
symptoms in one or sometimes both thighs. In a recent report
four cases of radiculopathy which caused abdominal and lower
chest pain in a bandlike distribution radiating from the spine
had the same features as those characterising other painful
diabetic neuropathies.2 These patients were all investigated
extensively, one of them by laparotomy, before the correct
diagnosis was made. The results of electrophysiological
investigations suggested lesions of several thoracic and lumbar
nerve roots. Such cases must be unusual, though Malins4
considered that trunk pain was not rare, and Garland3 in
his original description of diabetic "amyotrophy" included a
case with radiculopathy initially investigated by laparotomy.
These exceptionally severe forms of neuropathy do not

occur solely in established insulin-treated patients: the
condition may also be found in those with relatively mild
diabetes not requiring insulin and sometimes without other
complications such as retinopathy or nephropathy. Occasion-
ally neuritic symptoms are present at the onset of diabetes.
The cause of these neuropathies is complex, and they are

certainly not specific for diabetes. Histological findings in
sural nerve biopsy specimens from two patients with painful
diabetic neuropathy6 indicated that the lesions were pre-
dominantly in the small fibres, and nerve sprouting has been

considered as a possible cause of the pain. The presence in
these patients of autonomic symptoms including impotence,
sweating abnormalities, and vomiting also represents damage
to small fibres. Microangiopathy was absent in these cases-
in contrast to mononeuropathies, where microvascular disease
and infarction may be a cause; and, indeed, femoral nerve
infarction has been described,' 8 though this may be caused
by several other conditions, including polyarteritis nodosa.9
Treatment is difficult, and the symptoms tend to be dis-

tressingly protracted. Good control of diabetes should be
established, by insulin if necessary. Sometimes the patient may
improve rapidly after starting insulin, though inexplicably
some patients also temporarily become worse.' There is no
evidence that vitamins, phenytoin, or carbamazepine have any
special benefit, though they are often tried. The doctor should
prescribe non-addicting analgesics and antidepressives (but
judiciously), and, most importantly, give constant encourage-
ment: the symptoms almost always resolve, though this may
take several months to two years.1 2 III
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Difficult questions at
Glasgow
The BMA's Glasgow conference week (p 397) was not all
money and militancy. Behind the regular press headlines about
pay and threatened industrial action the 700 or so doctors
representing consultants, general practitioners, community
physicians, junior doctors, and a host of minority groups also
had some sensible things to say on many other subjects
(30 July, p 327). That encouraging news has tended to be over-
looked in the flurry, excitement, and forebodings over a
possible confrontation with the Government about the pro-
fession's sharply falling standards of living.

Admittedly, so much medicopolitical activity in such a short
space of time may have left many practising doctors, and
perhaps not a few representatives, a little dazed as to what the
BMA was up to in Glasgow, apart from attracting massive
publicity. Briefly, the four craft conferences and the ARM
were deciding on policies for the next year or beyond on
subjects as varied as medical audit and London weighting for
GPs, manpower, rickets in immigrant communities, pay, and
nuclear safety. The intention was that, as usual, the craft
conferences should debate subjects of special interest to them,
such as mileage allowances for hospital doctors, and ones
affecting the whole profession-manpower policy, for ex-
ample. Where appropriate the decisions of these craft con-
ferences (based on agendas that had been prepared by a joint
agenda committee representing all the five meetings) were
then discussed at the ARM. When crafts' views confficted on
the same subject the ARM, it was hoped, would resolve
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