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Monteggia fractures
Monteggia described the injury complex named after him in
1814: a fracture of the proximal third of the shaft of the ulna,
with dislocation of the radial head from both the superior
radioulnar and the radiohumeral joints. The radial head may
come to lie either anteriorly or posteriorly. Though rare, the
fracture occurs in both adults and children and is sometimes
associated with fractures around the wrist.'
The fracture has a justifiably bad reputation and gives rise

to both diagnostic and therapeutic problems. Over 100 years
passed after Monteggia's description before these were solved.
The results of faulty management are appalling. Watson-
Jones2 reviewed 34 Monteggia fracture-dislocations treated by
many surgeons and found that 32 patients had serious per-
manent disabilities.
The improvement in the management of Monteggia

fractures has come from internal fixation but the first require-
ment is early accurate diagnosis. This is not as simple as might
be thought, for the first x-ray film may show the ulnar
fracture with the radial head normally located. Subsequent
films may show that the radial head has become displaced. If
the follow-up radiograph is omitted the fracture will heal with
the radial head in the dislocated position. All patients who have
a fracture of the proximal third of the ulna must, therefore, be
assumed to have a Monteggia fracture until later x-ray films
prove that the radial head is stable and remains correctly
located throughout healing.
The fracture occurs in two ways. Most often it is caused

by a fall on the outstretched hand accompanied by twisting of
the patient's body, forcibly pronating the forearm. Less often
the cause is a violent blow to the forearm-as when a victim
raises his arm to ward off an attack with a blunt instrument. In
our age of increasing street violence this type of injury may
increase.

There is only one exception to the rule that these fractures
must always be treated surgically. In young children who
suffer a greenstick fracture of the ulna, manipulation and the
application of a well-padded plaster with the elbow fixed at
about 80° may be sufficient to cure the problem, but careful
supervision and repeated x-ray examinations are essential. All
other such fractures must be treated by open reduction. The
ulnar shaft should be exposed and the fracture reduced and
fixed in position by intramedullary nailing or plating. Once the
length of the ulna is reconstituted manipulative reduction of
the radial head may correct this part of the injury complex. A
full plaster from metacarpal heads to the insertion of the
deltoid muscle is essential to hold the elbow at a right-angle
with the forearm supinated.

Reduction of the radial head by manipulation may not be
possible because of the obstruction caused by the torn annular
ligament. If this is the case the radial side of the elbow joint
should be explored, the offending part of the ligament excised,
and the head reduced under direct vision. Rarely, the radial
head may need to be held in position by Kirschner wires, but
reconstruction of the ligament is generally not necessary. The
fracture usually heals in six to eight weeks.
The radial head should not be removed early in the manage-

ment of this injury complex. Such ill-advised surgery may well
produce traumatic ossification and may lead to a disruption of
the distal radioulnar joint because of the proximal migration
of the radius. Excision of the radial head may be necessary in
adults if the radius has been left in the dislocated position or if
the radial head has sustained a comminuted fracture, but only
after the ulnar fracture has healed. In children the head is best
left alone, no matter what its position, until growth has ceased.3
Late surgical reduction and reconstruction of the annular
ligament is a difficult procedure, and the results are usually
poor.
The catalogue of complications of the Monteggia fracture is

completed by cross-union between the radius and ulna and
non-union of the ulnar shaft-both uncommon. Fortunately
for orthopaedic surgeons and patients alike, this unpleasant
fracture-dislocation is a comparative rarity.
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Evaluation of
laboratory tests
The mistaken belief that the NHS is "free" has lulled too
many doctors and patients into equating "want" with "need,"
leading to continually increasing demand instead of the falling
demand envisaged by Beveridge. Successive governments have
recognised the problem and have responded by ever-tighten-
ing austerity and measures such as cash limits. The current
emphasis is on seeking savings without detriment to standards
of patient care, and the hospital sector has been singled out for
the chief examination. In particular, there has been almost a
crusade for cutting laboratory costs.

This crusade is based on the beliefl 2 that the large range of
easily performed and relatively cheap tests now available has
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encouraged an unthinking attitude whereby tests are ordered
inappropriately and extravagantly. To judge by North
American experience, these trends may continue unless
appropriate action is taken. University Hospital, London,
Ontario, carries out about three times as many clinical
chemistry tests for each acute hospital bed as does Glasgow
Royal Infirmary,3 and in the United States "testing has
become a major portion of hospital costs with an annual
growth of 14-150%) since 1970."4 With more than 400 NHS
laboratories in Britain wiser use of their facilities is seen by
many critics as a potential source ofmajor savings.

Savings, yes, but "major" might be questioned. In a repre-
sentative NHS hospital, 3-40 0 of the total hospital budget is
spent on laboratory services. This compares with 3.400 for
local rates (before the recently announced increases), 3.500 for
heating, 5.7°h for drugs, 6 57/ for administration, and 6.7%
for cleaning. The cost of laboratory services for each inpatient
admission is about £20. Any reduction in laboratory costs will
require sustained hard work and a risk of damaging relations
between the laboratory and the requesters. Would it be
worth while ? The answer is that a 10% reduction would be
equivalent in such a hospital to more than 800 inpatient weeks
or the total cost of 16 staffed beds for a year. A similar pattern
repeated all over the country clearly would make a substantial
contribution to better use of resources.
How could such savings be made in practice ? An interesting

new approach was tried by Stilwell, Young, and Cunnington
in the Birmingham region.5 They ranked tests in terms of
value for money by assessing the number of actions taken as a
consequence of a test result for every pound spent. They
defined "action" as an alteration in the management of the
patient from what would have been done in the absence of the
test result. Tests were divided into non-discretionary (that is,
based on a known policy rather than clinical judgment) and
two types of discretionary test, diagnostic and monitoring.
The detailed costing was confined to clinical chemistry tests.
The scheme was a pilot study to develop and test the system,
and its outcome must be assessed cautiously, since the in-
vestigation was confined to 174 acute medical admissions.
From 5276 tests 15-6% yielded unexpected results: 457
expected to be abnormal were normal, and 369 expected to be
normal were abnormal. Thirteen per cent of the non-dis-
cretionary but 17-8% of discretionary tests gave unexpected
results. Unexpected abnormal findings resulted in an action
twice as often as unexpected normal results. The analysis of
costs showed estimation of salicylate concentrations as the
cheapest at £3 per action taken; glucose estimations cost
£10-87, and albumin estimations C349 20. On average an
action followed £10-worth of discretionary tests and £22-
worth of non-discretionary or monitoring tests. Only 2% of
the biochemistry tests resulted in any action, contrasting with
18% for chest x-ray examinations.
The conclusion must be that resources are being wasted.

The approach in the paper of Stilwell et a15 would need to be
tested across the whole range of investigation before its value
can be reliably assessed. Nevertheless, it presents a challenge
to clinicians to question their own patterns of ordering
investigations. Cajoling, education, even financial incentives4
have been tried, the effects of which are either negligible or
short-lived: would Stilwell's alternative fare better ? It might-
as some of the others would now-as doctors have recently
been much more conditioned into being more cost conscious.

If, however, the demand on laboratories is substantially cut
back then savings can be made only if laboratory manpower is
reduced. Will laboratory directors and unions accept that?

The alternative for the laboratory director is to use the saved
resources as a means of providing investigations not previously
available or even for research and development. Both are valid
and laudable aims and the end result will be a better quality of
service but no financial savings.
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Bath-time itch
Perhaps we have become too fond of rare diseases. Doctors
bubble with joy when they see them and can quickly rattle off
all the known features. Dermatologists bubble more easily than
most and soon call in research colleagues, who jostle to publish
their findings. Patients can never quite understand this: why
should so much be written about things they never have ? They
would like more enthusiasm for everyday complaints like
tired feet and headaches than is usually shown by those trying
to apply science to medicine. All the more credit, therefore,
must go to Greaves and his co-workers (p 2008) for achieving
the unusual double of drawing attention to a common but
poorly documented symptom, aquagenic pruritus, and then
using the techniques of modern pharmacology, histology, and
electron microscopy to look into it.

Their patients were at first told they were neurotic by
doctors who thought that such an odd complaint must lie in
the mind, and, indeed, references to itching after bathing
are surprisingly sparse'; yet this symptom is probably com-
mon even among normal healthy people, though seldom
severe enough to need medical attention. A study at a glass-
wool factory2 asked workers about their tendency to itch in
response to non-specific stimuli such as wearing wool next to
the skin and hot baths. The aim was to find a way to pick out
before employment those likely to get severe itching from the
glass-wool fibres. Though this pre-employment screening was
not achieved, as many as 16% of the workers who developed
persistent itching from the fibres stated that they had pre-
viously noticed itching after bathing.

Bath-time itching is, however, best known in patients with
polycythaemia vera. In one recent study3 72 such patients were
asked to fill in a questionnaire on their itching. Fifty-one
reported periods with pruritus, and 38 of these had noticed an
association with hot baths or showers, five even itching also
after contact with cold water. The itching seemed character-
istically dependent on temperature, often being triggered by
the sudden decrease in skin temperature which succeeds a hot
bath and becoming worse the more abruptly the skin was
cooled down. It had a curious pricking character and lasted
between 15 and 60 minutes. Some of the patients were
definite that it improved after their blood condition had been
treated by phlebotomy or chemotherapy. Although serum
concentrations of histamine are raised in polycythaemia,4 the
itching is not associated with urticaria and can be relieved by
aspirin, a substance which inhibits prostaglandin synthesis in
various tissues including platelets.5 Fjellner and Hagermark3
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