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tion are relatively uninfluenced by associated pulmonary
hypertension. Wide, fixed splitting of the second heart sound
is one of the hallmarks of uncomplicated atrial septal defect,
and the nature of the splitting is relatively unaltered by pul-
monary hypertension. In patent ductus arteriosus splitting of
the second heart sound is physiological (though often difficult
to recognize through the continuous murmur); associated
pulmonary hypertension does not usually modify the splitting,
though occasionally so-called reversed splitting may occur.
The two conditions in which the degree of splitting may be

altered by pulmonary hypertension are ventricular septal
defect and primary pulmonary hypertension. Ventricular
septal defect with pulmonary hypertension and a left-to-right
shunt usually shows physiological splitting of the second heart
sound) with a high pulmonary vascular resistance, however,
and reversal of the shunt, the second heart sound becomes
single. In primary pulmonary hypertension, especially in the
obstructive group due to thromboembolism, wide splitting of
the second heart sound, not closing on expiration, is frequently
found.
Though all doctors should be able broadly to interpret

auscultatory findings, the stethoscope being part of every
physician's stock-in-trade, the nuances of detailed analysis of
the second heart sound in difficult cases may require the
practised ear of the specialist cardiologist-especially when
splitting of the second sound has to be differentiated from
other sounds in early diastole, including the opening snap and
the early diastolic sound of constrictive pericarditis. Finally,
it should never be forgotten that auscultation should not be
interpreted in isolation; the history and the electrocardio-
graphic and radiological findings are of equal significance, and
together constitute a total picture on which the clinical
diagnosis is based.

Complaints by Patients
One of the problems common to all State institutions is the
provision of remedies for dissatisfied customers. The Green
Paper' suggested that the new area health boards should take
over the function of executive councils and hospital boards
in investigating complaints by patients. The Council on
Tribunals, in its annual report2 published last week, suggested
that substantial changes are needed in the executive council
procedures and a radical revision should be made in the other
parts of the service. These recommendations are based on
the argument that any investigation conducted within an
organization must be unsatisfactory unless it is " clearly seen
to bring an independent mind to bear on the matter
investigated."

Certainly independence is an essential feature of natural
justice; but the Council on Tribunals seems to have missed
the point of investigations within a service like the N.H.S.
An examination of the results of complaints by patients
about their general practitioners shows that many are dealt
with informally and that in about 80% of cases no breach
of regulations is found to have occurred. In most cases the
complainant is satisfied by a sympathetic informal hearing

and an explanation of the facts which had disturbed him.
Some of the changes in service committees recommended by
the Council on Tribunals have already been proposed3 by the
General Medical Services Committee Subcommittee on
Service Committees and Tribunal Regulations-legally
qualified chairmen and larger areas, for example. The
present system would lose its virtues of speed and informality
if it was modified to satisfy the high standards of inquiry
demanded by the law courts.
No member of the public is deprived of his rights by the

present regulations. If he is dissatisfied by the investigation
his complaint receives he can still sue his doctor or the
hospital in the civil courts, and he can also complain to the
General Medical Council. The medical profession has a
long tradition of strict surveillance of the professional
standards of its members.
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Gonococci Insensitive to Penicillin
One of the factors in our failure to control the incidence of
gonorrhoea has been attributed to the emergence of strains
of gonococci which are relatively insensitive to penicillin.1 2
This was first reported in Great Britain by F. R. Curtis and
A. E. Wilkinson3 and by J. E. Cradock-Watson, R. A.
Shooter, and C. S. Nicoll in 1957-8. Since then these strains
have been found in many countries. They are insensitive
rather than truly resistant. The least sensitive strains encoun-
tered in this country require only 0-5-1-0 pg. per ml. penicillin
for inhibition, a level which can be reached but not necessarily
maintained by the dosages of penicillin used at present. It
is a common finding that infections with strains needing more
than 0-1 ug. per ml. penicillin for inhibition in vitro often
fail to respond clinically.
The most detailed study reported in Britain was carried

out by a Medical Research Council working party5 in 1961
on 1,984 strains isolated in various parts of the country. This
showed an overall incidence of insensitive strains of 13 %,
but it varied in different areas and also at different times in
the same area. In London in 1957 some 19% of strains were
classed as insensitive. C. S. Nicol and colleagues,6 reporting
on 91 strains isolated from men in London in 1966, found
37% to be insensitive. Twenty-two of the patients were not
cured by 600,000 units of procaine penicillin; 13 of these
failures were thought to be due to relapse and 9 to reinfection.
Ten of the former and three of the latter group harboured
insensitive strains. In a more recent survey of strains isolated
from 435 patients before treatment in London in 1968-9 the
incidence of strains needing 0-125 ,tg. per ml. or more for
inhibition was 20-5%.7
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