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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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disasters, except perhaps in scale. The scale of the unthinkable
began to go up at Hiroshima.

Unthinkable is a powerful word, imputing guilt to the
thinker, as though to analyse is somehow to invite, take part,
or make possible. Yet facts have to be faced, and one fact is
that nuclear weapons are no longer necessarily complex, bulky,
ungainly, temperamental, or even scarce: they have become
simple, easily transportable, precise, neatly packaged, and
available-typical products of modern technology, complete
with multiple options as to size, method of delivery, and
destructive effect. An American paper,' addressed to surgeons,
has recently discussed these options, particularly the economy-
sized packs, and has drawn some conclusions.

In the case of the original kiloton bombs and their even
larger successors any creature near enough to the explosion to
receive a heavy dose of radiation was almost certain to be
killed by thermal and blast effects. In contrast, those affected
by fall-out or residual radiation tended not to be physically
severely injured. Treatment of survivable trauma was not
complicated by high radiation dose or vice versa.
Once the hydrogen bomb had been developed, war seemed

likely to mean instant nuclear holocaust on so vast a scale that
no practical measures could be organised to deal with the
many millions of dead, dying, and severely injured. Local
improvisation with attempts at regional co-ordination would
be the order of the day. For all its nihilism, such an appreciation
has certain administrative advantages, particularly for a
country always short of cash. But now that small nuclear war-
heads can be fired from guns or easily transported rockets,
these notions need to be changed and extended. Firstly, even
in a war, the scale of casualties might not be unmanageable;
so that preparations to deal with them become both possible
and necessary-if exceedingly expensive. Secondly, war
apart, the present fashion for destroying civilians at random in
order to make political points might sooner or later extend to
nuclear attacks. Thirdly, as the power of nuclear weapons is
reduced, the area affected by radiation falls less than that
affected by blast and heat; and as a result, the explosion of
small atomic weapons can cause severe radiation damage in
casualties with survivable trauma or burns.'
The crux of the matter, in such mixed cases, is the radiation

dose. If a patient has received a dose of about 1000 rads he
will die fairly soon, whatever is done for him. Hence measures
aimed at ensuring his survival (rather than his comfort) would
more productively be directed at someone whose life might be
saved. The dilemma is familiar in war and there is a well-tried
military technique to deal with it. Triage ignores moral or
emotional issues and concentrates entirely on practicalities:
when casualties are many and medical resources few this
approach is irreplaceable. But how is the extra variable of
radiation to be taken into account in triage ? How can the sorter
know who has had what dose of radiation? What are the
symptoms and signs ?

Unless a patient has received an enormous and quickly fatal
dose (characterised by tremor, ataxia, and convulsions and
likely to be accompanied by gross trauma and burns) reliable
symptoms and signs do not develop until long after triage
decisions have been made. Nausea and vomiting, with

diarrhoea later, suggest an order of dose which produces dewh
within days. Nevertheless, nausea and vomiting are nc-
uncommon in casualties who know or suspect that they have
been exposed to radiation, regardless of dose; and if the triage
is reasonably prompt the true gastrointestinal symptoms
probably would not have started. So unless the doctor has
independent pointers such as the position of "ground zero,"
the type of burst, the patient's proximity to it, and the degree
of protection from surrounding structures, or the evidence of
a dosemeter, he will be forced to make his triage according to
the old preradiation principles.

Later on, there will be signs, particularly haematological
changes, to help the medical team assess prognosis and decide
on the further allocation of clinical effort. Eisman and Bond'
make the important point that from the start the surgeon
should regard nuclear casualties as "immune-suppressed
individuals" and should expect and be ready for interference
with wound healing, severe loss of fluids and electrolytes from
the gastrointestinal tract, and disturbances in clotting
mechanism. The sooner after exposure operations are per-
formed the better, before neutropenia begins to develop.
The prospect of fanatics, ready to inflict any violence and

accept any consequences, engineering a small atomic explosion
in a peaceful city is frightening but not ridiculously improbable.
At least the circumscribed nature of the blast and fire of the
small bombs would spare buildings and clinical facilities with
which to treat the many patients who, whether they are to live
or die, would need comprehensive clinical and material support
for a very long time. It is worth thinking about.

Eisman, B, and Bond, V, Surgcry, Gynecolhgy, awd Obstetrics, 1978, 146,
877.

Special journal offer

Reading has not yet gone out of fashion, despite the gloomy
forecasts of Marshall McLuhan and his disciples. Neverthe-
less, the current generation of junior hospital staff has been
educated wholly within the age of all-pervading television, and
for that reason may not have the habit of reading as deeply
ingrained as its predecessors. Yet reading is the only way for
any doctor to keep in touch with the excitements and contro-
versies at the growing edges of medicine: so we are offering to
residents, interns, and all hospital staff below consultant status
introductory cheap-rate subscriptions to 13 of the specialist
journals published by the BMA.1 Full details are available
from BMA Publications, BMA House, Tavistock Square,
London WC1H 9JR.

Archives of Disease in Childhood Gut
Annals of the Rheumnatic Diseases J7ournal of Clinical Pathology
British HeartyJournal Journal of Epidemiology and Com-
British Jrournal of Industrial Medi- munity Medicine

cine Journal of Medical Genetics
British Jour-nal of Ophthalmology 7our-nal of Neurology, Neurosuirgery
British Journal of Ventereal Diseases and Psychiatry
Cardiovascular Research Thorax
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