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the years, or there are difficulties in the relationship, an
impressive surgical result runs the risk of being negated by
emotional disaster. Poor selection of patients, unrealistic
expectations before the operation, undiagnosed marital
problems, and inadequate sexual counselling of both partners
will lead to frustration, blame, anger, disappointment-and
neglect of the implant. The wife's contribution to the outcome
should not be underrated.

In the past, expectations of the success of sex therapy have
often outweighed the results achieved, and its use for treating
erectile impotence has thus been controversial. Now that
surgery is available, referrals for surgical treatment are likely
to increase. A careful multidisciplinary approach should help
to prevent further disappointment and allow the problem to
be managed in the future with less scepticism and more
optimism.
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First impressions confirmed
A royal commission on a national institution as complex as the
Health Service cannot please everybody. Initial reactions to the
report' in July showed that this one certainly did not, and dis-
appointment outweighed praise. Have the first impressions
been modified? Judged by the four invited papers in this
week's BMJ (p 840), they have not. All the authors are critical
-though, interestingly, the youngest contributor, trainee-GP
Dr P V Lippiett, finds the most encouragement from the
commissioner's analysis and recommendations. The report,
however, could hardly have appeared in a less encouraging
climate. A change of Government and Britain's deteriorating
economy meant that many recommendations would be still-
born, and the generally low-key response to the whole report
was in part a consequence of these circumstances. Indeed, the
Government soon declared that no changes could be made that
would cost money, which immediately demolished many of the
Royal Commission's proposals. We have, however, to await the
Government's promised consultative document in November
to see what, if anything, Mr Patrick Jenkin and his colleagues
will pick out of the report as being both acceptable and inex-
pensive. By then the BMA's considered response to the
exercise should also be available.
On one recommendation, removing an administrative tier,

there seems to be near universal agreement, and all four papers
endorse such a change. It should both save money and improve
efficiency, particularly in making decisions, and will have the
medical profession's support. On the important question of
decision-making, Professor G P McNicol will find many
doctors endorsing his trenchant comment that "consensus
management function has been a recipe for mediocrity, in-
decision, lack of imagination and drive, shilly-shallying, and

procrastination." Given Professor Rudolf Klein's apposite
judgment that the job of a Royal Commission is "consensus
engineering," McNicol's outspokenly critical reaction to the
whole report is not surprising: in particular, his views on the
relation between the NHS, universities, and research will strike
sympathetic chords among academic doctors. The two younger
authors are both critical of the commission's attitude to doc-
tors, with Mr J 0 Drife reacting briskly to, as he puts it, the
breathtaking snub that "doctors are important in any discus-
sion of morale because of their effect on other health workers."
The Royal Commission's reluctance to believe that morale
was generally low in the NHS astonished and alienated doctors
-particularly those in hospital-and damaged its credibility
in their eyes. Nevertheless, doctors should not be too put off,
for the report contains some useful material, particularly on
health education. Given time and an improved NHS budget,
there is no reason why a practical, if modest, package of
reforms should not eventually emerge, even if the Govern-
ment's initial reaction is to bury the report.

Royal Commission on the National Health Service, Report, Cmnd 7615.
London, HMSO, 1979.

Clinical practice and
community medicine
The definition of community medicine laid down when the
subject was created in 1972 decreed that the activities of
community physicians do not include the clinical care of
individual patients. That there are many who oppose this
rigid separation of clinical and community medicine is shown
by the results of a recent survey carried out by Professor
Donald Acheson (p 879). A total of 206 trainees and newly
appointed specialists in community medicine were asked
whether the contract of community physicians should give
the option to continue to practise clinical medicine part time,
in either hospital or general practice, if an individual so
wished.

Over two-thirds of the respondents thought that this option
should be encouraged on the grounds that it would improve
the low level of recruitment of able people, which now
presents a serious obstacle to the future of the specialty. They
also saw it as promoting better working relationships with
clinical colleagues. According to some doctors the lack of
clinical contact reduces the credibility of community physi-
cians and makes it difficult for them to have a clear view of the
problems facing their clinical colleagues. Thus the community
physician's effectiveness as the essential link between clinical
doctors and other health service workers may be lessened.
Among the trainees questioned 63% stated that given the
option they would wish to continue in clinical practice. A
majority of the respondents believed that community physi-
cians who did part-time clinical practice would help the
specialty as a whole to achieve its objectives. On the other hand,
forceful arguments were advanced against this view, demon-
strating the remarkable polarisation of views on the issue, with
arguments on both sides often expressed in strong and
emotional language.
The specialty is undergoing change and evolution and there

is a disparity between the work community physicians
actually undertake and the concepts of their role advanced
at the inception of the specialty.' Rather than the specialty's
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seeking to resolve the question of clinical practice by laying
down principles, it may be wiser for individual employing
authorities to adopt a flexible attitude. Just as many com-
munity physicians have been encouraged to negotiate academic
sessions, so should those who wish to do so be free to negotiate
clinical sessions. They would need to have had training in the
clinical specialty in which they work, and the sequence of
training posts leading to recognised competence in both
community and clinical medicine would also have to be
carefully planned.
The issue of clinical practice within community medicine is

important, for the success of the specialty does not rest solely
on skilful application of management, epidemiological, and.
other techniques learnt during the training courses. As
Professor Acheson comments, it depends also on the degree
to which the community physician's work meets his or her
professional aspirations and "is seen to leaven medicine
from within rather than to belabour it from without."

1 Donaldson, R J, and Hall, D J, Community Medicine, 1979, 1, 52.

Muscle compartment
syndrome
In 1941 Bywaters and Beall' described the fate of four victims
of air raids who had been crushed by debris for some hours
before their rescue. They had swollen limbs, shock, oliguria,
and dark discoloration of the urine, subsequently found to be
due to myoglobin.2 All four died in renal failure. The syndrome
became known as the crush syndrome.

In their original paper Bywaters and Beall commented that
less severe renal damage might occur in patients with crushing
injuries with the patient's subsequent full recovery. After the
war the syndrome became recognised in severely injured
civilian casualties after road and mining accidents. More
recently a similar syndrome has been reported in patients
who have not suffered massive trauma: alcoholics, drug
addicts, victims of accidental poisoning (especially those
gassed with carbon monoxide), and even patients operated on
in the knee-chest position have all become victims. At first
reports concentrated on the local damage to muscles, without
renal impairment, that could follow prolonged compression;
but in 1975 Mubarak and Owen3 linked these various con-
ditions together, believing that they represented a range of
a single disease.
The term compartmental syndrome is now used to describe

patients with local damage, ischaemia, and contracture of
muscle resulting from oedema and increased pressure within
an osteofascial compartment. The term crush syndrome refers
to the systemic effects of the compression, including myo-
globinuria, renal failure, shock, acidosis, and hyperkalaemia.
Though local anoxia, tissue necrosis through poisoning, and
hypovolaemic shock play a part, local pressure appears to be
the most important mechanism in the pathogenesis of both
syndromes; and research workers have sought methods of
measuring the pressure within the muscles. At first needles
were introduced directly into the muscle, but these blocked

and the results proved inaccurate. With the development of
the wick catheter, however, the problems have been overcome,
and Owen and his colleagues4 have recently reported results
obtained in human volunteers.
The wick catheter consists of a piece of Dexon suture that

has been unravelled and pulled into the end of a flexible
polyethylene catheter. The fine filaments protruding from the
end of the catheter increase the surface area and prevent the
tissues blocking the orifice. The catheter is filled with heparin-
ised saline, and the pressure of this fluid is allowed to reach
equilibrium with the tissue fluid. The apparatus is connected
to a pressure transducer and recorder. The whole apparatus
can be introduced easily into the compartment under local
anaesthesia with a 14-gauge needle cannula unit. The normal
resting pressure has been found to be 4 + 4 mm Hg.
Owen inserted wick catheters into 10 forearm flexor com-

partments and 10 anterior tibial compartments of 17 normal
volunteers, and placed them in positions in which victims of
drug overdose are commonly found. These were prone with
the head or ribcage resting on the forearm, on the side with
the forearm compressed by the body or one leg by the other,
and in the squatting position with the subject's legs folded.
The surgical knee-chest position was also simulated, and in
all the positions the tests were done on both soft and hard
surfaces. Pulses distal to the compression were palpated.
The results showed a dramatic rise in intracompartmental

pressure, especially when the volunteer was lying on a hard
surface. The compression of the forearm by the ribcage gave
the highest readings, five individuals showing pressures of
over 200 mm Hg. The knee-chest position produced pressures
of 105-240 mm Hg in the anterior compartment of the leg.
Foam padding reduced the pressure by 16% in the leg and
2300 in the forearm. Peripheral pulses remained palpable
except in some persons in the ribcage-forearm and the knee-
chest positions. In few positions, and then only on padded
surfaces, were the pressures reduced below 30 mm Hg. Most
authors agree that pressures of 30-50 mm Hg are sufficient
to cause ischaemia and subsequent necrosis if maintained for
several hours, so that these experiments show how easily a
compartmental syndrome can be initiated.

Drug-induced coma is now a common cause of this syn-
drome, and the wick catheter technique should prove a useful
diagnostic aid. In alert and co-operative patients the diagnosis
is obvious, but in the comatose the only clue may be swelling
of a limb and tenderness in a compartment. The presence of
peripheral pulses is of no help. If the limb function is to be
preserved and renal damage avoided urgent decompression of
the compartment and excision of the necrotic muscle are
essential. Owen et al recommend immediate pressure measure-
ments with a wick catheter and urgent radical surgery if the
compartmental pressure exceeds 30 mm Hg. When this
technique is not available surgeons must take care to think of
the compartmental syndrome in comatose patients; and if
there is any suspicion they should be prepared to operate as
soon as possible to decompress.
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