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of non-operative management is then indicated with laparo-
tomy only as a last resort if haemorrhage still continues.

I Fraenkel GJ. Rectal bleeding and diverticulitis. BrJ Surg 1954;41:643-5.
2 Noer RJ. Haemorrhage as a complication of diverticulitis. Ann Surg

1955;141 :674-83.
s Sorger K, Wacks MR. Exsanguinating arterial bleeding associated with

diverticulating disease of the colon. Arch Surg 1971;102:9-13.
4 Behringer SE, Albright NL. Diverticular disease of the colon. A frequent

cause of massive rectal bleeding. Am J Surg 1973;125:419-23.
Heald RJ, Ray JE. Bleeding in diverticular disease of the colon. Proc R Soc
Med 1972;65:779-80.

6 Ramanath HK, Hinshaw JR. Management and mismanagement of
bleeding colonic diverticula. Arch Surg 1971;103:311-4.

7 Tagart REB. General peritonitis and haemorrhage complicating colonic
diverticular disease. Ann R Coll Surg Engl 1974;55:175-83.

8 Boley SJ, DiBiase A, Brandt LJ, Sammartano RJ. Lower intestinal
bleeding in the elderly. Am J Surg 1979;137:57-64.

9 Boley SJ, Sammartano R, Brandt LJ, Sprayregen S. Vascular ectasias
of the colon. Surg Gynecol Obstet 1979 ;149 :353-9.

10 Giacchino JL, Geis WP, Pickleman JR, Dado DV, Hadock WE, Freeask
RJ. Changing perspectives in massive lower intestinal haemorrhage.
Surgery 1979;86:368-76.

Career prospects in
geriatrics
The remaining years of this century and the first decade of the
next will see a rise in the number of people in Britain over the
age of 75, and particularly over the age of 85. This is the only
group in the population whose numbers will definitely increase,
both in absolute and in proportionate terms. Its medical
needs are greater than those of younger people, and in theory
these should be met by geriatric medicine as it has developed
in the past 30 years. Will there, however, be enough specialist
geriatricians to care for these patients ? To staff the expanded
geriatric services will require at least 850 consultants in
geriatric medicine at the end of the coming decade, or more
than double the present 360.

There are at present 77 senior registrars in posts in England
and Wales, or one per five consultants-the same proportion
as in general medicine.' Senior registrars may expect to
spend some two years in a post before promotion to consultant,
as against 3'4 years in general medicine. Nevertheless, the
number of consultants in general medicine has not increased
in the past two years, and there seems no good reason why it
should in future. The prospects of promotion from senior
registrar to consultant will therefore improve further in
geriatrics relative to general medicine. Geriatric medicine
seems particularly to appeal to women physicians, and the
career prospects for the increasing numbers of women
graduates are already better in geriatrics than in the so-called
"more attractive" specialties; thus at present 900 of consultants
in geriatrics are women, as against 3% in general medicine
and 5% in cardiology.
What is the optimum training for a physician intending to

specialise in geriatric medicine ?2 He or she should obtain a
post as senior house officer or perhaps registrar in an active
geriatric unit to ensure that he is genuinely suited to the task of
caring for the elderly, which is not to the taste of all doctors.
He should then return to training in general medicine for
two to three years and obtain the MRCP. (No specialist
qualification is needed in geriatrics alone, and none would be
appropriate; what is more important is the establishment of a
definite geriatric component to the MRCP.) Having trained in
general medicine, with its inevitable major component of

caring for patients who are both old and acutely ill, he should
then obtain a senior registrar post in geriatrics to gain further
general clinical experience, training in the rehabilitation of the
elderly (for which many posts in general medicine are singularly
ill fitted), and training in the psychiatry of old age. He will
also obtain experience in the wider responsibilities of the
physician in geriatrics. He will need to learn the managerial
skills necessary for all consultants but particularly important
for consultant geriatricians; the use of facilities such as the
geriatric day hospital; and the importance of close links with
the social and community services. Geriatric medicine also
provides-for those who are equipped to take them-out-
standing opportunities for research-basic, clinical, and
operational.

If the prospects for a career in geriatrics are good, what are
the prospects for a good career ? Any satisfactory post must
include the care of acutely ill old people, assessment and
rehabilitation, and continuing or long-term care. One of the
major disincentives to a- career in geriatric medicine has been
the inadequate facilities offered to so many consultants. Even
so, these are improving, and more geriatric units now have
beds in district general hospitals, and thus access to the
investigational services often essential for proper diagnosis
and management. Patterns of geriatric practice still vary very
widely, however, and pressure needs to be maintained to
improve the facilities available to the less fortunate.

Overall, then, the chances of job satisfaction are also good.
If few physicians now opt for geriatrics, this may be because
few have been exposed, either themselves or through their
patients, to what it has to offer. The growth of academic
geriatric departments and the fact that geriatrics is now
taught to undergraduates in many of the metropolitan and
almost all the provincial medical schools will help to improve
recruitment into one of the few specialties with an expanding
future.
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Testicular biopsy for early
detection of testicular
tumour
Germ-cell tumours of the testis are among the most common
causes of death from malignant disease in young men, and in
the Western world their incidence appears to be increasing.'
Fortunately modern chemotherapeutic agents have done
much to reduce the death rate.2 Ideally, however, urologists
should aim to detect these tumours early enough for cure to
be possible by orchidectomy alone.
The prospects for early diagnosis have been improved by

the pioneering work of Skakkebaek and his co-workers from
Copenhagen in identifying a possible premalignant change in
the testicular tubular epithelium. They first described atypical
germ cells in routine testicular biopsy samples from two
infertile men.3 The germ cells were large, with a DNA content
considerably higher than in normal diploid cells. Both patients
went on to develop invasive tumours.4 Later they enlarged on
these preliminary findings, describing similar atypical cells
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in biopsy samples of eight testes from six of 555 infertile
men.5 Four of the six patients developed an invasive tumour
between one and five years after the first biopsy; no tumours
were reported in the remainder. Similar results have been
published by a group in Switzerland, who found abnormalities
in nine of 1635 infertile men, ofwhom five developed malignant
tumours within six years.6 This is powerful evidence that the
atypical appearances of the germ cells are premalignant, and
the condition may reasonably be classified as carcinoma in
situ. Presumably the abnormality is sufficiently widespread
in the testis to be detected on a random biopsy. More cir-
cumstantial evidence for the hypothesis was given in a histo-
logical study of the macroscopically normal tissue surrounding
germ-cell tumours. In 17 of 22 such testes widespread foci of
carcinoma in situ were found.7 Examples of both seminoma
and teratoma were found to coexist with such atypical cells,
and the hypothesis has now been extended to propose that
both types of tumour can develop from the same premalignant
cell-a proposition in accordance with the theory of their
common germ-cell origin.8
The hypothesis that carcinoma in situ precedes invasive

germinal cell neoplasms seems, then, to be proved in infertile
men. Other work suggests that it may be of more general
importance in explaining the action of factors known to
predispose to development of tumours of the testis. The risk
that a tumour will develop in a cryptorchid testis is usually
put at about 30 times that in a normally located testis.9 10 This
extra risk is thought to affect the testis even after orchidopexy,
though the recent trend towards fixation in early childhood
may reduce the adverse chances. Atypical germinal cells have
occasionally been described in cryptorchid testes,11 12 but
Skakkebaek et al13 discovered carcinoma in situ in four out
of 50 men treated previously for maldescended testis. Two
of these patients had an unsuspected invasive tumour in
adjacent testicular tissue. In all four patients the contralateral
testis was normal, whereas the affected testis was small and
atrophic in three cases. Possibly either a developmental
anomaly or an acquired defect in growth (attributable to the
enforced residence of the testis in a hostile environment)
predisposes it to dysplastic tubular growth and so to neoplasia.
One more example of the association between carcinoma

in situ and tumour growth in an abnormal gonad is found in the
testicular feminisation syndrome.14 Of greater importance,
however, is the known tendency for a second germ-cell
tumour to develop in the contralateral testis of men who have
already had a testicular tumour.9 Once again Skakkebaek's
work has shown a correlation between carcinoma in situ and
tumour development. Four of 50 patients who had had
orchidectomy for a tumour showed carcinoma in situ, and one
patient showed definite signs of invasive tumour on serial
biopsy four years later.15
There is no doubt now that carcinoma in situ is a pre-

malignant change and, indeed, analysis of data on 2000 or so
infertile patients has suggested that the 18 testes with this
tubular abnormality had a 7000 chance of developing a
tumour within five years of the first positive biopsy sample.16
Clearly a substantial proportion of testicular neoplasms could
be prevented by orchidectomy alone at a premalignant stage.
The problem lies in selection of patients at risk, since once a
patient has been subjected to a biopsy the test should, logically,
be repeated at regular intervals. Skakkebaek's5 advice is that
testicular biopsy may be useful for the early detection and cure
of germ-cell carcinoma in patients with cryptorchidism,
infertility, or previous cancer in one testis. In practice, in
infertile men biopsy may reasonably be limited to men with

small testes. More uncertain, however, is the policy for
patients who have undergone orchidopexy for undescended
testes; the evidence so far suggests that serial biopsy would
be fully justified. The patient who has had a testicular tumour
presents a more difficult problem, since many urologists would
shrink from recommending surgical removal of a young
man's remaining testis on the basis of a few atypical cells:
some might not want to risk finding them by doing a biopsy
at all.

Finally, what are the risks in taking an open scrotal biopsy
specimen from a potentially malignant testis ?17 Reassuringly,
there is no evidence at present that an open biopsy of a testis
with carcinoma in situ could lead to scrotal metastasis.
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Opinion polls and kidney
transplantation
Opinion polls provide a reliable means of testing public reac-
tions, and several have been commissioned on attitudes to
kidney transplantation. A poll commissioned by the DHSS
and carried out by Marplan Ltd in 1978 questioned 1411
people, about carrying donor cards, public donation, and the
possibilities of an opting-out system (kidneys to be donated
unless a specific injunction to do so has been registered by the
donor), or opting-in (kidneys to be used only if a specific
approval has been given before the event and thus regis-
tered by the prospective donor). The results were very similar
to those of a National Opinion Polls Random Omnibus Survey
carried out earlier in 1978, and to a Gallup Poll commissioned
privately in 1979 on behalf of the Wessex Regional Transplant
Unit at St Mary's Hospital, Portsmouth. Respectively the per-
centages ofthe sample carrying donor cards in the 1979 and the
two 1978 polls were 12%, 10%, and 8%. As a reflection on the
frailties ofhuman nature, however, the 1978 poll showed that,
even though 12% of the sample had obtained a donor card
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