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not refer to the diet in their Egyptian sub-
jects, nor to the nature of the stools that
reflects this diet. Personal statements about
regularity, etc., are unreliable, for the stools
may be passed always one or two days late,
but the diameter of the formed stool is of
great value. In our African subjects, who
are virtually free from varicose veins, the
stools are characteristically narrow in
diameter, with transit times about two days
less than in people on a Westernized diet2
(and the squatting position in these Africans
could not be implicated, because there is no
straining, whatever the position adopted-the
stools in fact being passed twice daily).
The carbohydrates consumed in lower

Egypt include much unrefined maize, but
also refined rice, whereas in northern Egypt
the diet is based on unrefined millet and (in
the Bedouin) unrefined barley. If these
northern Egyptians were studied, still living
on their traditional foods, I am confident
that the incidence of varicose veins would
be found still lower-in fact probably zero.
-I am, etc.,

T. L. CLEAVE.
Fareham, Hants.
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Sacrococcygeal Chordoma

SIR,-Chordomas are rare neoplasms
which arise from notochordal remnants along
the cerebrospinal axis. More than a hundred
years ago Virchow described a tumour of
the basisphenoid seen at necropsy. In 1856
von Luschka described a similar tumour
while Muller two years later described yet
another case and proposed its notochordal
origin.
They occur most commonly at the extremes

of the cerebrospinal axis. Growth is slow,
with extension of the tumour to adjacent
structures. Symptoms can be of long dura-
tion and they vary with the site of origin.
Almost invariably total removal is impos-
sible, and recurrence is the rule. Metastases
are very uncommon. Our own patient had
an unusually large chordoma which was
followed for 14 years.
A 50-year-old farmer presented at the out-

patient orthopaedic clinic of Athens University in
February 1965, complaining of constipation and
not surprisingly difficulty in walking and other
daily activities. He had first presented in 1954
with sacral pain and a palpable and visible mass
in the gluteal area. Its size at that time was not
recorded, but Aoted only as " small." Routine
investigation, including x-rays but excluding
biopsy, was normal, and no treatment was insti-
tuted. He returned three years later complaining
that the mass was increasing in size and was
further impairing his ability to walk. His consti-
pation was increasing to obstipation with occa-
sional bloodstained stools. His general health
remained good. No further investigation or treat-
ment was begun at this time. He returned in
1960 with the same complaints, and it was noted
that the mass had increased considerably in size.
No biopsy was carried out, but the patient had
a 40-dose course of x-irradiation which alleviated
his pain and, according to his opinion, arrested
growth of the mass for a short period of time.
Irradiation was repeated in 1961 and 1962, each
time with 20 exposures, with relief of the re-
current pain on both occasions.

In 1963 a perforated gastric ulcer was
repaired surgically and further growth of the
mass was noted at that time, but the patient
was pain-free and remained so until 1965,
when he presented with yet again a recur-
rence of his pain. The size and extent of
the mass were as seen in the Figures. He
complained of very marked constipation and
inability to lie on his back. Walking and
bending were increasingly difficult. The
inass was firm and fixed to the pelvis and
sacrum, but was non-tender. Firm, mobile
inguinal lymph nodes 1 cm. in diameter
were palpable. Grossly distended veins were
visible over the tumour mass and in both
legs. Radiographs of the pelvis showed a
large osteolytic lesion of the sacrum with
numerous radio-opaque deposits in the
tumour mass. Histological examination of a
biopsy specimen proved chordoma.
No treatment was given, because surgical

excision seemed impossible, especially in view
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of the vascularity encountered at biopsy.
The patient continues to be ambulatory with
his previous complaints and his activities
markedly curtailed.-We are, etc.,

G. HARTO-GAROFALIDIS.
G. KAMBOUROGLU.
E. G. FRAGIADAKIS.

University Orthopaedic ainic,
King Paul Hospital,

Athens, Greece.

Radiology's New Chance

SIR,-May I comment on your leading
article " Radiology's New Chance " (24 May,
p. 464) and support many of the points in
the correspondence from Professor J. H.
Middlemiss and Dr. R. G. Grainger (14
June, p. 692).
There is an urgent need to establish

academic departments of radiology in
university centres. At present the teaching
of radiology to undergraduates and post-
graduates depends on the initiative and

enthusiasm of clinical radiologists. Their
service work-load is heavy, and the continuing
rise appears to be inevitable. There is a real
need for specific time to be set aside for
academic duties in teaching and collaborative
research.
An investigation into the shortage of

hospital radiologists in New Zealand by a
subcommittee of the College of Radiologists
of Australasia succinctly describes a current
problem. Peripheral staffing is completely
dependent on metropolitan recruitment. Such
recruitment depends on the image presented
by the radiologists to potential recruits. To
perpetuate the image of an overcrowded,
overworked, understaffed specialty in the
main centres will inevitably depress recruit-
ment and aggravate the shortage. It is not
surprising to read of Dr. Grainger's observa-
tions at first hand of the value of a virile
academic department, and that up to 25% of
final-year medical students apply for a career
training in radiology. This is in sharp con-
trast to the Report of the Royal Commission
on Medical Education,' which states that
0 3% of first year students gave radiology as
their first choice and this increased to only
0-8% at the end of the fifth year. There is
no doubt that a more vigorous approach will
help to improve recruitment. At the in-
tegrated year lectures at the Western
Infirmary it was very interesting and reward-
ing to find that 29-5% of fourth year under-
graduates considered taking up diagnostic
radiology as a career. Certainly this obser-
vation was obtained shortly after a series of
seminars and videotape demonstrations on
radiology,2 and this must influence the
results.

There are many enthusiastic and able
clinical radiologists in this country who
would welcome the opportunity of working in
or being associated with academic depart-
ments.-I am, etc.,

J. K. DAVIDSON.
Western Infirmary,

Glasgow W. 1.
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An Ingenious Munchausen

SIR,-The " ingenious Munchausen"
described by Dr. D. R. Seaton (3 August
1968, p. 317) and Dr. J. M. Malins and
Dr. P. J. Watkins (31 August 1968, p. 554)
has continued to move northwards. He
arrived on 9 June 1969 at Aberdeen Royal
Infirmary accident unit and was later admitted
to this hospital. His history had changed
a little, but certain similarities left us in no
doubt that we were dealing with the same
man. He described himself as a Rhodesian
working as a pilot with a small Rhodesian
air company but at present on vacation.
He claimed that a cystoscopy in Paris 10 days
previously had shown " granulated lesions
and ulcers" in the bladder, but no biopsy
had been taken. His complaint on his admis-
sion was of " excruciating" perineal pain
and continuing haematuria, which he said was
due to a recurrence of schistosomiasis for
which he had been treated on two previous
occasions. He claimed to have been a mer-
cenary in the Congo, where he had a haema-
temesis, which he inferred resulted from
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