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porters. (That is no excuse for paying the latter so badly that
they may be eligible for Supplementary Benefit, but surely the
bargain should be that fewer should work harder for more
money. Many of our hospitals, new as well as old, are ill kempt,
catering standards are often dismal, and anecdotes abound of
restrictive practices and leisurely work rates.)

Every nation is now having to decide just how many of the
newest developments in health care it can afford-or even how
to maintain existing levels of care-and Britain's economic
plight means that the crunch has arrived here. Are we getting
value for the money now being spent and would spending any
higher proportion of our gross national product be justified ?
Finding the right answers to these questions is vital to the
viability of our health care arrangements, and the logic for an
independent inquiry to assess the financial future of the NHS
seems irrefutable. Certainly something more fundamental is
needed than the present stumbling discussions between
ministers and staff representatives on a long-term formula for
settling NHS pay levels.' Any inquiry should, however, make
recommendations on the numbers working in the Health
Service and on a decent wage, how these should be negotiated,
and how the NHS should avoid being the victim of strikes.
That should allow NHS staff to resume normal working in the
knowledge that the dispute has had a constructive outcome.
The Prime Minister should consider setting up such an

inquiry urgently, for there is nothing to be gained from. the
intransigence and polarised attitudes being shown in the
current dispute, Without a quick solution the NHS could be
dragged into a head-on confrontation between the TUC and
the Government on wider issues than pay levels in the NHS.
That would do patients, staff, and public no good at all.
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Spotting the malignant
melanoma
All dermatologists have had colleagues stop them in dimly lit
hospital corridors and request a diagnosis on some lesion on
their skin, whereas they would never stop a cardiologist, proffer
a wrist, and expect an opinion on the state of their vasculature.

- The experienced dermatologist can, however, make a vital
diagnosis such as malignant melanoma within a short space of
time, but the fundamental principles of any medical examina-
tion apply-even though careful observation of the entire
surface of the skin in a good light is much more important than
the history. Equally, any physician and probably any informed
member ofthe general public can readily learn how to diagnose
a m-alignant melanoma.

Spotting the malignant melanoima is important for several
reasons. Firstly, early diagnosis may be life saving. Malignant
melanoma may be one of the most lethal malignant disorders
known to man, but if the diagnosis is made early enough the

five-year survival may be excellent (a fact appreciated only
relatively recently). Secondly, the incidence of malignant mela-
noma is steadily rising' and is likely to continue to rise so long
as our society remains addicted to the sun. Thirdly, the "inci-
dental" malignant melanoma is becoming a well-recognised
phenomenon among dermatologists. A malignant lesion may be
recognised by a physician in the course of a general medical
examination, particularly on- certain areas of the body (such as
the back) which are difficult for the patient to see. Indeed,
patients with malignant melanoma on the back often present
after it has been pointed out by a lay person at the beach or
swimming pool.
Though most textbooks suggest that any change, bleeding, or

discomfort in a mole are important symptoms in the history
from the patient, the examination of the skin is paramount in
leading to the correct diagnosis. Often by the time discomfort
and bleeding have occurred the tumour stage has developed and
the prognosis is grim.

Irregularity is probably the key physical sign. Irregularity
of colour is fundamental. Malignant melanomas on the whole
are not just black but are made up of a variety of colours in any
one lesion. Certainly blackness is an arresting feature, but
there may be all shades of brown (melanin), blue (melanin
deep in the dermis appears blue), red (inflammation), grey, and
even white (possibly representing spontaneous involution)
within the lesion. Irregularity of outline must be carefully
looked for. Although the lesion may be quite well defined it
is usually possible to trace indentations and outgrowths around
the lesion. Irregularity of the surface of the lesion is the third
important physical sign. The lesion becomes palpable and the
degree of this indicates the depth of invasion. The lesion may
be just palpable or the contours may vary, so that in one area it
may be quite flat, in another just palpable, and in another a true
nodule or ulcer occurs. Alternatively, a nodule may develop as
a primary event. Excellent illustrations of these features may
be found in recent monographs.2 3
With regard to prognosis, the recognition that different

growth patterns exi'st for malignant melanomas has been of
great importance. The superficial spreading malignant mel-
anoma has an initial horizontal, seemingly premetastatic growth
phase. It is this lesion, seen most commonly in young adults,
which may have an excellent prognosis if diagnosed early
enough and excised. Previous dogma regarding the lethal nature
of the disease has centred on the behaviour of the nodular
malignant melanoma, which has a vertical growth phase with-
out a superficial spreading horizontal element. Since survival
is directly related to the vertical depth of invasion of the skin
by the tumour the prognosis is at its worst with the nodular
type.
The site ofthe lesion is no great help in making the diagnosis,

for, though melanomas occur more frequently on certain sites
such as the back in'men and the back and lower leg inwomen,
they can occur anywhere on the cutaneous surface, including
under the nail.

Surgical excision with or without grafting remains the treat-
ment of choice for' primary malignant melanoma. Opinions
vary on when benign pigmented moles should be removed
prophylactically, particularly as every white-skinned person
has several; probably in most cases the malignant melanoma
arises de novo and not from a pre-existing naevus. More impor-
tant, however, is for the physician to be on the lookout for
malignancy. Four patients have been seen within the past year
in our department with malignant melanomas whose reason
for the cons'ultation was something entirely different, so that the
"incidental" malignant melanoma is a reality, and examination
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of the skin is a mandatory part of any general medical check-
up.

Malignant melanoma is much more common in whites
living in sunny climates such as Australia, South Africa, and
parts of the United States. The hazards of ultraviolet light
irradiation aud the occurrence of malignant disease of the skin
have become common public knowledge in these areas. In
Britain the popular misconception is that there is not enough
irradiation to result in any important degree of skin damage.
This is not so, and, furthermore, many people also take holidays
abroad. Though ultraviolet light is not the sole cause of malig-
nant melanoma, excessive exposure is an important factor in
its pathogenesis, particularly in people whose skin has a ten-
dency to go red whether or not it subsequently tans. The
prophylactic use of sunscreening agents should be a routine for
such people.

ANTHONY DU VIVIER
Consultant Dermatologist,
King's College Hospital,
London SE5 9RS
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The child who is slow to talk
Delay in speech and language development is the most common
developmental problem in young children. Martin Baxl
recently voiced concern that referral for expert help is often
delayed because of a belief that the problem is trivial-the
child will "grow out of it." This belief has some basis in fact,
because most children who are delayed in speech development
will eventually talk normally.
There are, however, several reasons why these children

deserve attention and concern. Firstly, delay in speech may be
a sign of an underlying condition such as deafness which
requires diagnosis and treatment. Secondly, lack of "inner
language" and of communication is a disadvantage to the
child's development and learning and commonly leads to
emotional or behavioural disturbance. Thirdly, the child's
problems are not always over when he has developed satisfac-
-tory speech, -because there is a strong association between
early speech delay and later difficulties at school, particularly
in reading, writing, and spelling. Finally, there is convincing
evidence that skilled intervention can accelerate speech and
language development in these children.2
When should the primary care doctor (general practitioner

or clinical medical officer) refer the child, and to whom?
The indications for concern must be based on knowledge of
the normal pattern of speech development and its wide
variations. The Newcastle study showed that half of all
children are using words with meaning by 12! months and
97%0 by 21 months.3 Half of all children join words into simple
sentences by 23 months and 97%0 by 3 years. (For both
milestones, girls are slightly more advanced than boys.) So,
following the common rule of paying special attention to
those who deviate from the population mean by more than
two standard deviations, or to the most disadvantaged 3%0
of the population, we would be concerned about the child

who is not using words with meaning by 21 months or
constructing simple sentences by 3 years. If we add the
child whose speech is still very difficult to understand at
4 years (because ofpoor articulation or omission or substitution
of consonants), we have an easily remembered guide for the
primary care doctor on when he should refer the child.
When, however, we are dealing with a process as complex

as language development rules ofthumb need to be interpreted
with caution and thought. The line which separates the
slowest 3%0 of the population in talking from the remainder
is an arbitrary cut-off point; and it is arguable that the slowest
talking 5%0 or even 10% of children are sufficiently
disadvantaged to need help. The primary care doctor must
strike a balance between the risks on the one hand of neglecting
the child who would benefit from help and on the other of
causing undue concern to parents or overloading the very
stretched services to the detriment of the children who most
need help. Another criticism of the simple rules is that they
are entirely concerned with expressive speech and not with
understanding. Understanding is of great importance but is
less easily categorised into readily defined milestones. It can
be measured quantitatively and very accurately by using
Dr Joan Reynell's Developmental Language Scales4 or Mary
Sheridan's miniature toy tests,5 but the use of these requires
training and time and the general practitioner will usually
have to rely on the history, supplemented by his own observa-
tions. He should be concerned about the child who is not
understanding simple commands by 18 months. He should
be wary of the child whose parents say he understands "no,"
which often means the child understands the tone of voice
but has no true verbal understanding. Finally, while paying
attention to the simple rules suggested, the primary care
doctor should give due weight to parental concern about
speech development. Though concern may sometimes indicate
over-anxiety, it is often soundly based-the parents observe
the child over a far longer period than the doctor. Further-
more, they may be aware of a familial tendency to language
delay-Sonksen,6 for example, found speech delay in one in
five of the siblings of children with specific disorders of
language development.
The referral should in the first instance be to a paediatrician,

not directly to a speech therapist. The speech therapist will
take an important part in the assessment of the child-
analysing the language development and the nature of the
problem-and will probably play the major part in manage-
ment. Nevertheless, the initial need is for diagnosis, and this
is a paediatric responsibility requiring assessment of the
child as a whole. The ideal referral is to a child development
centre, where a paediatrician, speech therapist, audiologist,
and psychologist (among others) work closely together.

Delayed speech development is much commoner in boys
than in girls. Some indication of the relative frequency of
causes of speech delay requiring specialist referral comes
from our experience at the Newcomen Child Development
Centre at Guy's Hospital. Among 122 children referred in
one year with problems of speech or language the main cause
was mental retardation in 37, specific disorders of language
development in 30, environmental factors including under-
stimulation in 29, and impaired hearing in 20. Less common
were structural abnormalities of the lips, tongue, or palate
(three), motor disorders such as cerebral palsy (two), and
autism (one). . A quarter of the children had another
contributory cause-usually impaired hearing or environmental
factors-emphasising the need for comprehensive assessment.
Management depends on the cause, but in each of the major
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