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Less listening, more
discussion
A fanfare of trumpets may or may not precede the platitudes
of the minister of health at opening ceremonies of international
conferences, but the pattern of the rest of the meeting is
more predictable. The keynote review address given by a star
performer is often a rehash of his own textbook. Original
papers read by the naive to the gullible are often strongly
represented by speakers from the host country. Perhaps the
most pernicious device for cementing international friendships is
the round table composed ofthe same experts each year. A large
proportion of original papers given even at national meetings
would not stand up to the scientific rigour of a referee and are
never published in full.' Instead, the conference proceedings
are published between one and two years later, and most of the
copies will never be removed from their shelves.
What is the remedy? Instead of just moaning about the

futility of these international jamborees Professor John
Dobbing has tried to experiment with a new design of meeting.
Seven authors were asked to write a paper on the role of
maternal nutrition in the determination of fetal growth. The
authors were chosen for their authority and for the variety of
their views. Each paper was sent to the other authors in the
group and also to six other people who had contributed
substantially to the subject. All 13 were asked to criticise all the
papers. The original papers and the criticism were circulated
to all the participants several weeks before the meeting
started-so giving them time to consider carefully all the
written material, to examine appropriate references, and
for the original authors to change their minds before the
conference. The meeting itself consisted exclusively of dis-
cussion, with experts talking to each other and exposing the
strengths and fallacies in their arguments. Such a format
contrasts vividly with the conventional conference, where the

pattern of presentation stifles discussion and the most valuable
interchange of ideas is squeezed into the coffee break. The
design of this meeting and the resulting book2 must be rated
as a highly successful experiment in communication-but
some features need further development, and in particular the
omission from the book of the discussions which took place at
the workshop means that the cut and thrust of important
debates are entirely lacking.

This type of meeting might seem to be suitable only for
small groups, but the Society for General Microbiology holds
annual meetings attended by several hundred doctors and has
a similar arrangement. Its collection of papers is published by
Cambridge University Press and sent to each participant a
month before the meeting. Every member is expected to have
read it before he attends. Though informed discussion takes
place throughout the meeting, there is no method of publish-
ing this material.
Whatever else, conference proceedings need to be pub-

lished quickly, if at all. With proper organisation it is not
difficult to achieve this. Whatever their status, authors who do
not provide a full and final copy of their papers by the deadline
set before the conference should not be paid their expenses or
invited in the future. Contributions can be recorded on tape
and an edited, shorter version typed immediately for approval
by the participants at the meeting. In this way an edited
version of the entire approved script of the conference can be
made available to the printers only a few hours after the
conference is over. Organisers, editors, and authors will all
benefit from changes designed to convert conferences from
entertaining circuses to productive symposia, and Professor
Dobbing is to be congratulated on showing us how.

Goldman L, Loscalzo A. Fate of cardiology research originally published
in abstract form. N EnglJ' Med 1980;303;255-9.

2 Dobbing J, ed. Maternal nutrition in pregnancy-eating for two? Based
on Nestle Nutrition workshop, Chateau de Rochegude, Vaucluse, France,
J7une 1980. London: Academic Press, 1981.

Arthrogryposis multiplex
congenita
When the prevalence of a congenital disorder varies consider-
ably between countries and also over time its aetiology might
be expected to be clarified by detailed epidemiological
investigation. Arthrogryposis multiplex congenita is such a
disorder. Affected individuals have multiple congenital
articular rigidities, characteristically accompanied by muscle
wasting, but no identifiable neurological abnormality. During
the 1960s the prevalence of arthrogryposis in Helsinki was
reported to be three per 10 000 births,' whereas only one case
was recorded among about 56 000 births in the Edinburgh
register of newborn babies in the same period.2 Furthermore,
hospital records in Britain, Australia, and the United States
have shown a more than tenfold increase in diagnosis of the
condition between the early 1940s and 1960s followed by a
subsequent decline.3 In South Africa a nationwide investiga-
tion in 1974 found only 26 cases, mostly in children; the oldest
patient was aged 24.4 Some of these variations in prevalence
may have been due to differences in the extent to which
associated abnormalities responsible for secondary congenital
joint contractures were investigated and excluded from the
figures; but in view of the similar pattern of changes over time
in many countries diagnostic factors are unlikely to account
for all the variation.
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A recent paper by Wynne-Davies and her colleagues3
describes an epidemiological survey of arthrogryposis multi-
plex congenita based on 132 patients from nine centres in
three countries. Information obtained retrospectively from the
mothers of affected individuals confirmed earlier work2 5
showing that the disorder does not have a purely genetic
aetiology. None ofthe 532 first-degree and only one of the 3266
second-degree relatives of the index cases was known to be
affected-and in this single case only a slight malformation
was reported. Nor were other neuromuscular and orthopaedic
abnormalities more common in the families of cases than
might be expected in any large series.

Retrospective obstetric inquiries from the mothers of
affected individuals are likely to be unreliable-a problem
familiar to Wynne-Davies and her colleagues. Such surveys
are best used to test prior hypotheses, and only when the
results show gross differences from controls are they convinc-
ing. Oligohydramnios has often been reported in association
with arthrogryposis multiplex congenita and offers a plausible
causal mechanism, since the consequential fetal compression
might prevent muscle development. Information on oligo-
hydramnios was available for 107 cases in the present series
and 260' of the mothers reported it-a clear excess for such a
rare condition-but medical confirmation could not generally
be obtained. A whole range of complications or abnormalities
of pregnancy other than oligohydramnios, including bleeding
and loss of liquor, were reported; one or other abnormality
had occurred in about one-third of cases. This proportion was
remarkably high, but the range of complications mentioned
was too broad to be informative. The survey provided no
support for two hypothetical causes derived from animal
experimentation-namely, hyperthermia and a viral agent.

This failure to identify a single environmental agent may
indicate that arthrogryposis multiplex congenita is not a single
aetiological entity but simply a loose clinical characterisation.
The large proportion ofmothers who reported oligohydramnios
-at present a subjective diagnosis-suggests that undiagnosed
fetal immobilisation or malposition might be the common
cause. With the increasing use of ultrasound scanning in
obstetrics and the development of techniques to estimate
amniotic fluid volume6 future studies of arthrogryposis may
be able to draw on more reliable obstetric data.
What, then, of the clues to be had from the varying prevalence

between countries and over time? Wynne-Davies and her
colleagues compared epidemiological factors between the three
countries (which had a threefold variation in prevalence) and
between the periods before, during, and after the time of peak
prevalence. No obvious differences emerged. Geographical
and temporal variability is not necessarily helpful in illuminat-
ing the aetiology of a congenital disorder even when it is
relatively common and therefore easier to study. Neural tube
defects have an almost tenfold gradient in prevalence within
Britain alone, from north east to south west, and have under-
gone strong cyclic changes in frequency throughout this
century,7 with occasional localised epidemics. Diet, temperature,
drugs, infections, and previous miscarriage are among the
many factors that have been implicated at some time. Yet the
causation of neural tube defect remains obscure-and that of
arthrogryposis multiplex congenita will inevitably be much
harder to clarify.

I Laitinen 0, Harvensalo M. Arthrogryposis multiplex congenita. Annales
Paediatriae Fenniae 1966 ;12 :133-8.

2 Wynne-Davies R, Lloyd-Roberts GC. Arthrogryposis multiplex congenita:
search for prenatal factors in 66 sporadic cases. Arch Dis Child 1976;
51:618-23.

3 Wynne-Davies R, Williams PF, O'Connor JCB. The 1960s epidemic of
arthrogryposis multiplex congenita. A survey from the United Kingdom,
Australia and the United States of America. J Bone J7oint Surg (Br)
198 1 ;63:76-82.

4 Davidson J, Beighton P. Whence the arthrogrypotics ? J Bone J7oint Surg
(Br) 1976 ;58 :492-5.

5 Friedlander HL, Westin GW, Wood WL Jr. Arthrogryposis multiplex
congenita. A review of forty-five cases. J Bone Joint Surg (Am) 1968;
50:89-112.

6 Gohari P, Berkowitz RL, Hobbins JC. Prediction of intrauterine growth
retardation by determination of total intrauterine volume. Am J Obstet
Gynecol 1977;127:255-60.

7Rogers SC, Weatherall JAC. Anencephalus, spina bifida and congenital
hydrocephalus. England and Wales 1964-72. London: HMSO, 1976.
(Office of Population Censuses and Surveys. Studies on Medical and
Population Subjects No 32.)

Outcome of non-traumatic
coma
Patients admitted to hospital in coma from causes other than
trauma have a high mortality and the survivors have a high
morbidity. In one study' only 15% of 310 patients in coma
survived without serious disability. The poor outcome in so
many cases has to be contrasted with the cost of the highly
technological care required. The early decisions about the
intensity of treatment and about the need to use artificial
ventilation would be greatly simplified if we could select
early in the illness factors related to good-quality survival and,
perhaps more important, delineate those patients with almost
no chance of independent recovery. A recent important paper
provides much ofthe information needed.2
Coma was defined as "sleeplike unresponsiveness without

evidence of awareness of the self or environment, a state from
which patients could not be aroused. They failed to open their
eyes either spontaneously or in response to noise; they
expressed no comprehensible words; and they neither obeyed
commands nor moved their extremities appropriately to
localise or resist painful stimuli." Five hundred such patients
were studied, all but 15 within 24 hours of onset. They were re-
examined regularly, and were followed up for one year. Three-
quarters survived 24 hours, but only one-third were alive after
a week. Of the 121 patients alive at one month, 60 survived to
one year, at which stage the total mortality had reached 88%.
None the less, seven of 17 patients who were moderately
disabled at one month made a good recovery in the year.
How far did the early neurological findings predict recovery ?

Patients in prolonged coma (14 days or more) had no chance of
good-quality survival; even coma for only three days was
sinister in its implications: good results were recorded in only
seven of 124 such patients. Neurological signs, and especially
those of brain-stem integrity, were more reliable indicators of
recovery than the nature of the primary disease or the age of
the patient.
Of 38 patients with subarachnoid haemorrhage, five (13%)

had made a good recovery or were leading an independent
existence with some disability at one year. The same categories
were reached by 8%' of those with other strokes, 12% of those
with hypoxia-ischaemia (cardiac or respiratory arrests or
hypotension), 3500 of those with hepatic encephalopathy, and
3400 of miscellaneous (metabolic and infective) encephalo-
pathies. Thus-not surprisingly-a metabolic or transient
ischaemic disorder carries a better outlook than destructive
lesions ofthe brain.
What early physical signs predict the outcome? Firstly, the

moreadversethe signs observed in the first 24hours theworsethe
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