
toring incidents.' In addition, there are all sorts of
reasons why professional people are reluctant to
report incidents of violence.4 Doctors are no excep-
tion, and even recent moves by the General
Medical Services Committee to initiate a survey
has led to an expression of fear that publicity might
lead to copycat assaults.'
There does seem to be a need to record and

monitor the incidence of violence by patients
towards doctors. We should be able to consider the
experiences of victims and use them to produce
guidelines and procedures on prevention and
management techniques. There is also a need
to provide appropriate support in the form of
counselling as well as financial compensation.
Presumably doctors are not immune from the
psychiatric distress that follows assault. As Dr
Shepherd suggests, family, friends, and colleagues
will be supportive; however, in some of the more
problematic inner city areas consideration should
be given to the availability of professional coun-
sellors outside the line management role.

If psychiatric distress is particularly common
after assaults that result in loss of earnings more
attention should be given to the problems caused
by delays in providing financial compensation6 as
well as the inappropriateness of having to rely on
courts to make compensation orders in favour of
victims of assault.'

It does seem important that professional asso-
ciations and employers should strive to provide
adequate care for the carers.

STANLEY BUTE
Southampton SOl 2LQ

I Pearson G. The roots of violence. BrMedJ7 1988;297:1352-3. 26
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Macmillan, 1986.
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SIR,-How right Professor Geoffrey Pearson' is to
emphasise that violence is not a new phenomenon.
He could also have quoted the eighteenth century
mohocks, aristocratic ruffian gangs who terrorised
Londoners at night. Scott has a poem complaining
of the bad behaviour of Edinburgh youth and how
they ignored police authority. Aristotle bemoans
the fact that young people were not what they used
to be.

In today's violence there is one important differ-
ence. Formerly assaults were largely by the fist,
resulting in black eyes and bloody noses. Now with
the extensive television examples of, and so train-
ing in, sophisticated methods of attack it is more
vicious and damaging.

For 30 years I was part time medical officer of
Polmont Borstal Institution and for 10 years that of
a remand centre. Over 25 000 delinquent youths
passed through my hands. By being in a very good
position to observe, listen to, and talk to them I
have come to some basic conclusions about the
cause of their delinquency and the remedy for it.

I think that the root cause of most of it is simply
boredom. I consider boredom to be akin to
depression, in which mood can change appreciably
for the better with some excitement. In my practice
I had six female patients charged with shoplifting.
Five had frightful psychiatric problems of a de-
pressive nature. I am sure the excitement, at least
for a spell, relieved their symptoms. They had all
been shoplifting regularly. I believe that the
suicide rate fell during the Falklands conflict for
the same reason.

Except for sex crimes, I think that boredom is

the main factor, especially in football violence.
Some at the bottom of the pecking order of their
group, however, probably follow their leaders
against their better judgment. Unemployment is
only a factor in that the unemployed have more
time to become bored.
These youths are always the optimists. Ob-

viously they hope not to be caught, but if they are
they hope to get away with a fine, which to them is
of little consequence. Many youths in the remand
centre who told me that looked distinctly dejected
the following week when they met me in the
borstal.

Lastly, it is not the number of crimes that is the
important statistic but the number of criminals.
This was brought home to me when I once asked a
prisoner how many convictions he had had and he
did not know. His records showed 35 at the age of
18. I am sure this is by no means a record.
The following method of dealing with this prob-

lem would be effective and cheap. For offences
against the person and property all fines should be
abolished, all offenders receiving community work
sentences instead. On Saturday and Sunday from
9 am to 5 pm they would have to report to centres
from where, under the escort of, say, retired police
or prison officers, they would be taken to derelict
environmental eyesores, those under 16 working
on general clearance and those over 16 on rehabili-
tation of the site. The number of weekends given
would depend on the offence but could be low on
the first occasion. On repeat offending offenders
would always get an increased number of week-
ends up to a maximum of, say, 40, when the
sentence would automatically become custodial,
which too would always increase on further offend-
ing. With this system the fate of offenders
would be fairly and squarely placed on their own
shoulders and they would know exactly where they
stood.

A D ROBERTSON
Rothesav,
Bute PA20 9ED

1 Pearson G. The roots of violence. Br MedJ 1988;297:1352-3.
(26 November.)

SIR, -In his editorial Professor Geoffrey Pearson
claimed that the recent outbreaks of violence and
antisocial behaviour were of long duration and
common in Victorian and Edwardian times,'
which indeed was so.

I can, however, remember life in inner city areas
in the 1950s and 'sixties in which unlocked cars
while visiting patients or shopping were the norm
and street violence was unheard of. The police
confirm that there has been a steady yearly increase
of 7% in crimes of violence in the past 10-15 years.
The present defeatist attitude of social scientists

reminds you of the debates in the Middle Ages on
the number of angels who could balance on the
point of a pin; practitioners of this rather dated and
outworn "science" must live in a different world to
the rest of us. It is all reminiscent of the 1950s
debates on the relation between smoking and lung
cancer, and few would now deny the link.

I contend that "popular wisdom," somewhat
patronisingly condemned by Professor Pearson, is
correct and that the permissive society of the
'sixties is indeed responsible for the break up of
family life and the destruction of established moral
values built up by previous generations. State
welfarism must bear some part of the responsibility
for this decline.

Happily, the tide of collectivism is about to
decline but proper moral values once lost will
inevitably take time to become re-established.

P G CRONK
(Gloucester GL2 9NP

1 Pearson C.. The roots of violence. Br Med 7 1988;297:1352-3.
(26 November.)

Postnatal depression of coeliac
disease
SIR,-Drs Kevin Stewart and J M T Willoughby'
provided a timely reminder that coeliac disease
may present in adults with a short history and
severe malabsorption. Whether the nutritional
demands of pregnancy precipitated the clinical
manifestations in their patients is debatable. We
too have recently seen a 29 year old woman present
with coeliac disease but with a shorter history,
more severe malabsorption, and apparently no
precipitating factors. She was an Arab Israeli who
had been resident in Britain for two years and was
well until she started passing three to seven
motions a day four weeks before admission. She
lost 7 kg and experienced extreme lassitude. She
had two children, 7 and 4 years old, and no family
history of coeliac disease. Apart from an unevent-
ful two week visit to America a month before the
onset of the illness she had not altered her diet or
lifestyle in any way. General physical examination
showed pallor, bruising after venepuncture, and
evidence of weight loss.

Initial investigations showed hypoalbuminaemia,
hypokalaemia, an appreciably prolonged pro-
thrombin time, but only slight hypocalcaemia
(table). Unusual features were a neutrophil leuco-

Results ofinvestigations compared with normal ranges

Investigation Normal range Result

Haemoglobin (gll) 120-150 151
Mean cell volume (fl) 80-100 83
Platelet count (x 109/l) 150-400 553
White cell count (x 101) 4 0-12-0 16-3
Prothrombin time (INR) 0-8-1 1 3 2
Red cell folate ([tg/l) 135-750 86
Iron saturation (%) 18-71 12
Potassium (mmol/l) 3 3-4-4 1-7
Albumin (g/l) 41-51 26
Uncorrected calcium (mmol/l) 2- 19-2 50 1-90

INR =International normalised ratio.

cytosis and thrombocytosis. Repeated stool cultures
gave negative results for giardia and other pathogens,
including Escherichia coli 015. A small bowel
enema showed dilated loops and thickened mucosal
folds with a normal terminal ileum. Rectal biopsy2
was normal. D-Xylose and 3-0-methyl glucose
absorption were profoundly reduced with a high
ratio of L-rhamnose to lactulose of 0- 14 (normal
<0 05), which indicated increased intestinal
permeability.' Jejunal biopsy confirmed severe
villus atrophy; there were no giardia in the aspirate.
Two weeks after starting a gluten free diet she

felt better and had put on 3 kg despite still passing
up to four motions a day. This was probably due to
associated hypolactasia because avoiding dairy
products had helped when she was last reviewed.
We plan to follow her progress with sequential
sugar absorption studies before repeating the
jejunal biopsy.

It remains to be explained why coeliac disease
can present at any age.4 Gluten itself is probably
not a direct mucosal toxin,6 damage being mediated
by lymphocytes.6 If it can be shown that there is a
genetically determined receptor on the T lymph-
ocytes of patients with coeliac disease that is
exposed to gluten only under certain conditions
this may explain why some people present later
than others.

SIMON TRAVIS
PAUL CICLITIRA

Gastrointestinal Unit,
Division of Mledicine,
St Thomas's Hospital,
London SEI 7EH

I Stewart K, Willoughby JMT. Postnatal presentation ot coeliac
diseasc. BrMed.7 1988;297:1245. (12 November.

2 Breen EG. Coughlan G, Connolly CE, Stevens FM, McCarthy
CF. Coeliac proctitis. Scand_7 Gastroenterol 1987;22:47 1-7.
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