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provided too little protein, vitamin C, vitamin D, calcium, and
iron. A striking deterioration in health and nutrition was
found in the late 70s in this series. Vitamin-C levels in plasma
and leucocytes are lower among the elderly than in younger
people. E. F. Bowers and M. M. Kubik4 found equally low
levels in old people living alone and old people in welfare
accommodation, but M. S. Kataria and his colleagues'
reported them to be higher in elderly people living at home
than in those living in a hospital and a large welfare home,
the hospital levels being higher than those at the home.
Though low levels of vitamin C, vitamin B1,, folic acid,

and thiamine may be found in elderly people, it would seem
from reported surveys that clinical malnutrition may not be
evident.68 L. L. Griffiths and his colleagues9 found abnor-
mally low levels of ascorbic acid and thiamine in elderly
people, but no clinical studies were made and these levels
cannot be correlated with clinical signs. However, J. Andrews
and his co-workers'0 have suggested that vitamin-C-rich fruit
and fruit juices should be given as a routine in institutions.
These problems are not simple, however, for R. W. Strachan
and J. G. Henderson" 12 have shown that dementia may be
found in patients with vitamin B1. or folate deficiency, and
H. C. Grant and his colleagues"3 described megaloblastic
anaemia due to folic-acid deficiency in patients with undiag-
nosed peripheral neuropathy and myelopathy. Riboflavine
deficiency creates a problem in diagnosis, because blood levels
of this nutriment cannot be correlated with the patient's
clinical state,' " and further investigation will be required
to find out if riboflavine deficiency in the elderly exists as
a separate entity. Accurate biochemical assessment of
nicotinamide and pyridoxine is also difficult.

Potassium deficiency in man can be induced in the normal
person by giving a potassium-deficient diet for four to eight
weeks,'6 and it has been suggested that the ease with which
potassium depletion may be- produced in the elderly results
in part at least from dietary deficiency.'7

Osteomalacia due to lack of vitamin D as a result of defec-
tive dietary intake and lack of exposure to sunshine may be

commoner than has been reported, particularly in elderly
women. 18-20 In this disease, as in iron-deficiency anaemia,
it is difficult to assess the part played by malabsorption.
Exton-Smith and Stanton' have suggested that osteomalacia
might contribute to the skeletal rarefaction found in old age
and recommended that meals designed for the elderly should
contain a high proportion of protein with an adequate supply
of calcium, iron, and vitamin D presented in such a way that
the whole meal is eaten. Vitamin C might have to be pro-
vided separately, as food must be kept hot for long periods
in a meals-on-wheels service.

Perhaps surprisingly, C. F. Brockington and Susanne
Lempert,2' studying the over-80s in Stockport, found that
age as a factor on its own did not significantly affect the diet,
nor did recent illness or the dental state. The unaided
efforts of old men and women were associated with the worst
diet, with men faring appreciably worse than women when
cooking for themselves. Married people fared better, but the
best results were achieved when meals were prepared wholly
by someone coming into the house, paid or otherwise.

At present in Britain it seems that gross malnutrition is
not commonly found in elderly people, but minor degrees
of deficiency disease may exist, and there may in fact be a
phase of subclinical malnutrition in the older person leading
to poor health, apathy, and disinterest. For these reasons a
random sample of elderly people is at present being studied
for evidence of nutritional defects under a research pro-
gramme organized by the Ministry of Health and the Scottish
Home and Health Department.
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"V.D." as a Diagnosis
The term " venereal disease " arouses emotion in most minds,
and to the unfortunate patient who is told that he is suffering
from such a condition this diagnosis often appears as the
ultimate disaster. Because of this attitude venereologists
have from time to time sought to substitute other names,
such as " genito-infectious disease," " sexually communicable
infection," " genito-medical disease," and the like. The
substitutes have never been widely accepted, and if they were
the probability is that the old stigma would soon be attached
to the new names. It is essential that such a diagnosis should
never be communicated to a patient unless its authenticity is
beyond question, and even then the greatest care and
discretion should be used. The legal definition of venereal
disease, as laid down in the Venereal Diseases Regulations
of 1916 and the Venereal Diseases Act of 1917, comprises
three diseases, namely syphilis, gonorrhoea, and soft chancre,
and this limitation remains to the present day. There are, of
course, other conditions, such as non-gonococcal urethritis and
trichomoniasis, which are commonly transmitted sexually, but
these have never been stigmatized as due to venery and it is
better from the patient's point of view that they should not
be so. This does not, of course, free the doctor from the
responsibility of investigating the sexual partners of those
suffering from these conditions.

Bernfeld' has recently described several cases in which
harm resulted from the diagnosis of venereal conditions made
upon too little evidence and communicated to the patients.

I Bernfeld, W. K., Brit. 7. vener. DiMs., 1968, 44, 82.
2 Seale, J. R., Brit. 7. vener. Dis., 1966, 42, 31.
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In one instance of an inflammatory condition of an eye the
diagnosis was made on the strength of a weakly positive
complement fixation test for gonorrhoea in the blood serum.
As evidence of infection this result was negligible, but it led
to dire consequences for the patient, including the, fortunately
temporary, break-up of his marriage. Another man accused
his wife of unfaithfulness because she was found to have
trichomonal vaginitis and this was stigmatized as " V.D." In
yet another instance a woman with " a lesion on the right
upper lid resembling a rodent ulcer " was informed that she
had syphilis. Serological tests for syphilis were in fact
negative, but the doctor jumped to a hasty conclusion because
the results were entered in her notes in red ink.

Seale2 has reported the case of a young woman who com-
mitted suicide because her boy friend had non-gonococcal
urethritis and she understood it to be a venereal disease.
These are extreme instances, but others of the same nature are
not uncommon in venereological practice. They cause untold
harm to individuals and their families, and there is no possible
justification for them. It should be a golden rule that
suspicions of this kind should never be communicated to
patients unless and until they become reasonable certainties;
and it is equally important that. treatment should not be
undertaken until the diagnosis has been confirmed. Otherwise
the true diagnosis may never be known and suspicions and
anxieties once implanted may be impossible to eliminate.
Even in these days of scientific progress the fundamental rules
are valid. One is usually rendered in Latin as " Primum
non nocere," and the second equally briefly in English,
Diagnosis before treatment."

Treatment of Thyrotoxicosis
There can be few disorders in which the choice of treatment
can be so delicately balanced as in thyrotoxicosis. The
balance lies between subtotal thyroidectomy, prolonged
administration of antithyroid drugs, and radioiodine therapy.
Although the absolute indications for any one of these
methods are comparatively few, the relative pros and cons
are numerous and tend to vary with time, prejudice, and the
local climate of opinion. In practice the choice is more
often determined by available facilities, the experience of the
clinician in charge, and the wishes of the patient.

Subtotal thyroidectomy, first advocated by Kocher in
1895, was the only effective treatment until the advent of
radioiodine in 1942. The hazards of postoperative thyroid
crisis became less after 1923 with the preoperative use of
Lugol's iodine and were virtually abolished when routine
preparation with antithyroid drugs was adopted. The risks
of damage to the recurrent laryngeal nerves and parathyroid
glands, though still important, have lessened with improved
surgical techniques in good hands.
The advantages of subtotal thyroidectomy are a relatively

low incidence of subsequent hypothyroidism or of a recur-
rence of thyrotoxicosis. Indeed, it is remarkable how so
crude and empirical a procedure as resection of about seven-
eighths of the thyroid gland leads to a euthyroid state in
the majority of thyrotoxic patients. Surgery is specially
indicated in the case of large or nodular goitres, in single
toxic adenomata as defined by a radioiodine scan, in rare

cases of intrathoracic goitre, and when antithyroid drugs
have failed or cannot be tolerated. In children subtotal
thyroidectomy leads to a higher incidence of hypothyroidism
than in adults. Children, therefore, are best treated with
antithyroid drugs until well after puberty. Other contra-
indications are pregnancy, severely ill patients, and the
recurrence of thyrotoxicosis after previous subtotal
thyroidectomy. In this last situation the risks of causing
damage to recurrent laryngeal nerves and parathyroid glands
are much higher. If malignant exophthalmos is threatened
or present it is often aggravated by thyroidectomy and is
best treated with antithyroid drugs. Lastly, the risks of a
disfiguring keloid scar forming at the site of operation are
much higher in young adults than in older patients; so this
factor may influence the choice of treatment.
At page 643 of this week's issue of the B.M.7. Mr. A. D.

McNeill and Dr. J. A. Thomson review the long-term
results of subtotal thyroidectomy in 123 patients. As is
usual there were no operative deaths, though immediate
complications of a benign type occurred in about 10% of
patients. Eventually hypothyroidism developed in about
7% of patients, which accords with average experience;
thyrotoxicosis recurred in about 11%, though in one-third of
these it was mild enough to need no treatment. These
authors draw attention to an inverse relation between these
two complications in different reported series: probably this
depends on the amount of thyroid tissue removed by
different surgeons.
By far the most serious complications of subtotal thyroid-

ectomy are permanent damage to recurrent laryngeal nerves,
or the parathyroid glands, or both. In this series almost
6% of patients were found on laryngoscopy to have suffered
damage to the vocal cords, and about 10% admitted to a
change of voice. This suggests that this operation is prob-
ably best avoided in those whose livelihood depends on their
voice. Permanent hypoparathyroidism occurred in only one
patient, though two others showed symptoms and
biochemical signs of parathyroid deficiency, which recovered
within two years. If it passes unrecognized and untreated,
hypoparathyroidism gives rise to much general ill-health,
and it predisposes to the development of cataracts. Its treat-
ment demands careful and lifelong supervision.

Radioiodine, though much slower in correcting thyro-
toxicosis than subtotal thyroidectomy or antithyroid drugs,
seemed at first to offer the ideal method of treatment in
patients over 40 years in age. In younger age groups its use
has been precluded, at least in Britain, for fear of possible
late carcinogenic effects, though these fears so far have
proved unfounded. There is still no certain way of
estimating the correct dose of radioiodine in relation to size,
nodularity, and activity of the thyrotoxic gland. Too small
a dose increases the risks of recurrence and the need for
further treatment, whereas too large a dose predisposes to
early hypothyroidism. Nodular toxic goitres tend to need
larger doses than diffuse toxic goitres, and are often best
treated surgically, especially if giving rise to pressure symp-
toms. The most serious objection to radioiodine therapy has
come to be appreciated only with the passage of time. This
is a progressive and relentless rise in the incidence of hypo-
thyroidism with each year after treatment. This shows no
signs of levelling off and has already reached an incidence of

I Green, M., and Wilson, G. M., Brit. med. Y., 1964, 1, 1005.
2 Greene, R., and Morgan, D. C., 7. clin. Endocrin, 1956, 16, 391.
3 Hershman, J. M., Givens, J. R., Cassidy, C. E., and Astwood, E. B.,

7. cdin. Endocrin, 1966, 26, 803.
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