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ex)ensive psychiatric referral. She concluded (despite admitted
.fficulty in evaluating her results but taking client satisfaction

.nto account) that the social work service performed better on
all criteria except that of repetition of parasuicide, which was
equal in both groups. Social work services seemed particularly
useful to women with a moderate risk of repetition who wished
to improve an unsatisfactory marriage or social life.
The consistency of findings in these several studies provides

further evidence that, while parasuicides should have ready
access to a consultant psychiatrist, other health professionals
-adequately trained-can well assess and counsel most
patients. If DHSS guidelines were changed to acknowledge
this fact the burden on the psychiatric services would be
substantially lightened.

Conference held on 12 and 13 October at Charing Cross Medical School
under the auspiccs of the Department of Psychiatry, Charing Cross
Hospital, and the Department of Community Medicine, Westminster
Hospital Medical School, in conjunction with the Social and Community
Section of the Royal College of Psychiatrists.
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Glue ear and grommets
Non-suppurative otitis media was described by Wathen in
17551 and again by Politzer2 in 1867. Today it is the most
common cause of loss of hearing in children.3 4 The condition
-known also as "glue ear," exudative, secretory, or catarrhal
otitis media-is characterised by the collection of sterile
fluid of varying consistencies in the middle ear. It is probably
best called mucinous or serous otitis media, depending on
how thick the effusion is.

In the absence of air at atmospheric pressure in the middle
ear, the mucosal lining undergoes transformation into a
pseudostratified columnar epithelium with formation of
abnormal tubular glands and more goblet cells. In long-
standing cases these mucosal changes are more definite, the
goblet cell population is high, and ciliary function is impaired.
Cytological examination of middle ear effusions shows
polymorphonuclear cells, macrophages, lymphocytes, plasma
cells, and cell debris-further evidence of an inflammatory
cause." Nevertheless, bacterial and viral cultures of aspirates
have generally been sterile. The long-term sequelae of glue
ear include adhesive otitis media, thinning of the drum head,
development of tympanic membrane pouches, cholesteatoma,
atrophy of the ossicles, chalk patches, and prolonged mal-
function of the eustachian tubes.
The primary cause of accumulation of fluid in the middle

ear is dysfunction of the eustachian tubes. This may be
associated with the deficient palatal musculature in cleft
palate, enlarged adenoids, chronic sinusitis, or allergic
rhinitis, all of which may be aggravated by repeated infections
of the upper respiratory tract. While enlargement of the
adenoids may interfere with middle ear ventilation, however,
Dawes" found that the adenoids were small or had been
removed in over two-thirds of children with tympanic effusions.
WYrhen seromucinous otitis occurs in adults the otologist must
always exclude a tumour in the postnasal space.

In children the clinical features of glue ear include recurrent
earache, repeated attacks of otitis media, loss of hearing, and
occasionally speech problems. When the exudate is serous

and colourless the tympanic membrane may appear almost
normal. When the effusion is more mucoid the drum head is
typically dull and opaque with an absent or abnormal light
reflex, and the malleus may appear white and prominent. The
radial vessels on the membrane surface are often dilated and
the membrane may appear yellow, amber, pink, or blue, often
as a result of blood pigments. On occasion bubbles and fluid
levels may be seen. The mobility of the drum head is reduced,
and this may be confirmed by tympanometry. Most often
there is some conductive hearing loss.

Surgery is generally required, though when a glue ear is of
recent onset conservative treatment may be justifiable with
antibiotics and oral decongestant agents. If it has not resolved
within four to six weeks then surgery should not be postponed
further. Operative management includes removing enlarged
adenoids, antral lavage when necessary, and myringotomy
with aspiration of the effusion. Some otologists advocate
inserting ventilation tubes or grommets, especially if
myringotomy has failed. Grommets are not a new invention
(Politzer'3 was using gutta percha eyelets over 80 years ago);
their function is to ventilate the middle ear cleft and so to
reverse the pathological changes in its mucosal lining. The
disadvantages of grommets include the need to keep water
out of the external auditory canal (to avoid suppurative otitis
media) and recurrent extrusion, often requiring further
insertions.
Long-term trials in children comparing a myringotomy

with the single insertion of a grommet have shown that the
gain in hearing was superior after using grommets-so long
as they remained in situ."' 11 Nevertheless, five-year follow-up
showed thin scars and tympanosclerosis only in the tympanic
membranes that had had grommets inserted; and, moreover,
no difference was found in the incidence of fluid in "grommet
ears" compared with controls treated with myringotomy.1
Nevertheless, the improvement in hearing associated with
the use of grommets may be important in children of school
age-and many ear, nose, and throat surgeons have found
thin scars and chalk patches in tympanic membranes that
have never seen a grommet.
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Thinking about the
unthinkable
Many of their patients think that doctors need to be callous:
how else can they be expected to act rationally in circumstances
of such horror that an emotional response alone would be
appropriate ? Not that the medical profession is the only one
to have to deal with injuries and death; nor are our times
especially notable in the league table of natural or artificial
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