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we study only those who attend clinics or if we use too short
a span of time. There is much to learn from studying natural
healing processes.
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Headache and tumours in
children
Headaches, the epilepsies, and various neurodevelopmental
and learning disorders account for most of the neurological
problems seen by general practitioners which may require
referral to a paediatric neurologist. The recent onset of
symptoms and a progressive course distinguish conditions
such as cerebral tumours, hydrocephalus, and neurodegenera-
tive diseases from the relatively unchanging disorders which
are grouped under the rubric of cerebral palsy.

Cerebral tumours are the second most common group of
cancers in childhood after the leukaemias and they are usually
highly invasive and rapidly progressive-two facts that cause
considerable anxiety to those responsible for the early diagnosis
of these life-threatening conditions. Furthermore, until the
advent of computed tomography scanning the risks and dis-
comforts of the invasive diagnostic methods required for
diagnosis, such as pneumoencephalography and arteriography,
made complete investigation difficult and hazardous.

Yet, despite the technological advances of the past decade,
clinical evaluation must remain the cornerstone of diagnosis, so
that an accurate and detailed history is of paramount import-
ance. Parents associate brain tumours with headaches and vice
versa, and probably most doctors would also nominate head-
ache as the leading symptom of a cerebral neoplasm. In fact,
most children with severe headaches have migraine,' but its
features of periodicity, throbbing, and associated nausea and
vomiting are symptoms that may also characterise headache
due to a space-occupying lesion. An important difference may
be the presence of a family history, so often found in patients
with migraine.

In a recent report from the United States, Honig and
Charney2 have tried to devise a set of clinical clues which might
raise the level of suspicion of tumour and make further
investigation mandatory. They analysed the clinical data and
skull radiographs from 105 children with a final diagnosis of
brain tumour for the period 1965-78. A third of the children
were aged between 1 and 5 years and three-quarters were aged
10 or less. Headaches were a symptom in 72 of the 105
children. The headaches were often similar to those due to
more benign causes, but the authors emphasised the import-
ance of recurrent morning headaches, headaches awakening
the child from sleep, intense prolonged incapacitating head-
aches, and changes in the quality, frequency, and pattern of
headaches as historical indications for further investigation.
Almost one-third of all the children were awakened from sleep
by headache or complained of headache after getting up in the
morning. Vomiting was associated with headache in nearly
80% of those with the complaint and often increased in
frequency coincidentally with increasing frequency or severity
of the headache.
Of the 72 children with headache as a symptom, 68 had

neurological or ocular signs or both at the time of diagnosis.
Some 49 had ataxia, 18 had head tilt, and 63 had papilloedema.
The abnormal signs developed two weeks after the headache in
33 children, within eight weeks in 51, and by 24 weeks in the
remainder of the 68. In some of the patients in whom the
appearance of abnormal signs was delayed the eventual
diagnosis was craniopharyngioma, and other clinical clues
included short stature or the development of polydipsia and
polyuria.
These findings show very clearly the crucial importance of

careful clinical examination in all children with headaches of
recent onset, since neurological or ocular abnormalities may
be expected to occur relatively early in the illness when an
expanding lesion is present. The eyes should be examined for
changes in pupil size, the presence of strabismus, fundal
changes, impairment of the visual field, and visual acuity. The
last named may present problems because children do not
readily perceive visual changes, and vision may become
seriously impaired before it is first noted by the child.3 The
late Mary Sheridan made an important contribution4 to testing
visual acuity in the young, and her methods should be used
more widely. Examination of the skin for pigmentation is also
important; headaches were associated with neurofibromatosis
in three patients in the American series. A glioma of the optic
nerve or chiasma is the usual intraorbital or intracranial lesion
present with neurofibromatosis, and unilateral or bilateral
blindness or a visual-field defect may occur.

Skull x-ray films were available for 56 ofthe 72 patients with
headaches; just over half of these showed abnormalities. The
usual abnormal finding was separation of the sutures, but
calcification was present in nine of 30 positive cases, presum-
ably as a consequence of the unusually large number of
craniopharyngiomas (14) in the total series.5 The conclusion
drawn is that screening by skull radiography is of questionable
value, since 26 ofthe 56 children had normal x-ray appearances
at the time of diagnosis.
A child with a recent onset of headaches should therefore be

observed very closely during the first two months after the
headaches start, because neurological and ocular abnormalities
develop most frequently during that period. A headache which
changes in character, increases in frequency and severity, and
which is associated with awakening and with vomiting is
especially suspicious. In a commentary on the American
article, Barlow6 emphasises the importance of behavioural
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change or change in school performance as complaints that,
either alone or in association with headaches, should make the
doctor include cerebral neoplasm in his differential diagnosis.
Subacute sclerosing panencephalitis may present in the same
way, especially in the older child.
Compared with less than 10 years ago, when invasive

diagnostic methods such as pneumoencephalography and
angiography were necessary for investigating the child
suspected of having a brain tumour, we are indeed fortunate in
having a painless, rapid, and safe method of investigating
children with ominous-sounding headaches and other
symptoms and signs of recent onset.7 Nevertheless, we should
use computed tomography scanning wisely and selectively.
Honig and Charney, with their careful analysis of the clinical
criteria for diagnosis, have helped us to do this.
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One hundred and fifty years
of service
"God help you all. What will become of you ?" John Aber-
nethy's gloomy observation, made rather more than 150 years
ago,1 was addressed to a lecture theatre full of newly enrolled
Barts medical students. Doubtless some surgeons today would
voice similar sentiments, prompted by the uncertainty of
doctors' career prospects and reports of unemployed doctors.
But even today's pessimists would acknowledge that things
are not as bad as those reported by Sir James Paget, who,
analysing the subsequent careers of 1000 of his own students
from 1839 to 1859, found that 280 had "failed entirely,"
given up medicine, or died, and that another 120 had achieved
"very little success."' That today's prospects for a rewarding
professional career in medicine are rather better has been due
in no small part to the work of the British Medical Association,
launched just 150 years ago, and serving the profession ever
since.

Sir Charles Hastings, who founded the Provincial Medical
and Surgical Association in Worcester in the year of the
Reform Bill, proposed that the new organisation, which in
1855 became the British Medical Association, should be "both
friendly and scientific." But one of the chief motives of
Hastings and his founding colleagues was "to assert their
independence of the capital."2 While the Association has
remained both friendly and scientific, the attractions of the
capital proved too powerful to resist, and headquarters soon
came to and have since remained in London, where the

Annual Representative Meeting is being held this year, with
a royal president, HRH, The Prince of Wales, to honour its
150th celebrations.
During the past decade two events have profoundly in-

fluenced the BMA's future work. Firstly, the BMA has
become a union and, secondly, it has redirected its efforts to
advising and helping doctors where they work and live rather
than from the remoteness of the London headquarters.
Hastings would have certainly approved of shedding some of
the London influence, but he was a practical visionary and
he would have almost as certainly recognised the need for the
Association to accept formal union status in order to further
its members' interests. After all, the Provincial Medical and
Surgical Association's most urgent task in 1832 was to im-
prove doctors' economic and professional prospects as an
essential part of improving standards of medicine.

This was achieved through the setting up of the General
Medical Council by the Medical Act of 1858, an event that
represented the Association's first significant parliamentary
success, a success repeated over a century later when the
BMA campaigned for and achieved major reforms in the
GMC.3 The means may have changed, but the aims have not
altered. The Medical Act of 1858 achieved the aim through
raising educational standards and regulating the conduct of
practice. Though the approach to improving remuneration
and terms and conditions of service today is more direct, it is
by no means exclusively based on self-interest. The BMA has
a fine record of public health achievement behind it and can
present its claims in terms of the ensuing improvement in
health care. This serves to distinguish us from the industrial
unions, whose sole purpose would too often appear to be to
better their own members' terms and conditions of service.
Dr Alfred Cox, a distinguished past secretary of the BMA,

addressing the North of England Branch just 50 years ago,4
had this to say on the Association and unionism:

"We are often told by people in the press and in Parliament,
some of whom intend to pay us a compliment, and others to
be disagreeable, that the Association is 'the strongest trade
union in the country.' If that means, as it is often intended
to mean, that we are a vigorous and well organised body,
which does its best to protect the lawful interest of its mem-
bers, then we accept the compliment, but when it is meant
to imply that we adopt illegitimate or unsocial means for
imposing our will arbitrarily on the community we 'deny
the allegation and spurn the allegator.' . . . [The Association]
could not employ the methods of the industrial trade unions
for many reasons, but mainly because it consists of men and
women dedicated in a peculiar sense to the service of the
community. So long as this is the living tradition of our
profession, so long shall we enjoy that respect and trust
which is extended to us as it is to no other body of men and
women."

Half a century later that comment is still valid and should
persuade those members of the BMA who believe that the
Association should concentrate on members' terms and
conditions of service to the exclusion of anything else to think
again. A claim for improvements based on the consequential
benefit to the Health Service is likely to carry far more weight
than a bald request for more money, particularly when it is
submitted by an Association whose concern for the reduction
of mortality and morbidity can be shown on occasion to
transcend the interests even of its own members. Seat-belt
legislation, which has been so strongly and effectively pressed
by the BMA, has its critics among our members, but the
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