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Pointers
Postgraduate Education and Society: Students,
according to Sir George Pickering, have one
great ground for complaint-'" that the educa-
tional system to which they are subject is out
of date ". Thanks to the G.M.C.'s enlightened
recommendations, however, medical education is
an exception to this generalization (p. 375).
Analgesic Nephropathy: Prolonged follow-up of
ten patients after withdrawal of phenacetin sug-
gests that the damage can be arrested, even at a
late stage. It is important to interrogate all
patients with chronic renal disease of unknown
origin about analgesics (p. 378).
Recurrent Pulmonary Embolism: Postembolic
phlebography in 50 patients on anticoagulants
showed fresh loose peripheral thrombus in 19.
Vein ligation is recommended for these (p. 382).
Coagulation and Lysis in Pregnancy: Normal
dynamic equilibrium appears to be altered
during pregnancy and puerperium, with en-
hanced capacity to form and diminished ability
to lyse fibrin, so predisposing to its intravascular
deposition (p. 387).
Lignocaine in Cardiology: Pharmacological
study of plasma levels and haemodynamic effects
after intravenous administration (p. 390).
Thyroid Function: In 40 patients with Addi-
son's disease ten had clinical evidence of thyroid
disease ; a further six had circulating thyroid
microsomal antibodies, which suggests incipient
thyroid failure (p. 392).
Platelets and Aspirin: Heparin-neutralizing
activity of platelets is blocked by aspirin and is
probably another manifestation of latter's in-
hibitory action on platelet-release reaction in
general (p. 394). Leader at p. 371.
Case Reports: Cyclic thrombocytopenia and
multiple auitoantibodies (p. 397) ; Fatal intes-
tinal atony in hypothyroidism (p. 398).
Adder Bites; First aid and treatment (p. 370).
Disorders of the Elbow: Clinical examination
and management of common disorders (p. 399).
Today's Drugs: Treatment of cardiac arrhyth-
mias (p. 402).
Doctor-population Ratio: Royal Commission's
projection criticized (p. 407).
Poisons Idormation Service: National statistics
(p. 408).
Personal View: Mr. A. G. Butters (p. 41 1).
Correspondence: Letters on contraceptives and
cervical carcinoma, aged doctors, cost of medical
publications, "covering," overtime pay, and the
consultant's job (pp. 412-418).
G.M.C.: Disciplinary cases (Supplement, p.
99).

Brain Tumours and Traunia
Despite much speculation the causation of intracranial tumours remains
in the vast majority of cases unknown. In Dorothy Russell and L. J.
Rubinstein's' words: " The question of pathogenesis resolves itself into
the canvassing of a variety of possible factors and an empty conclusion."
But so long ago as 1888 Byrom Bramwell' considered that " amongst the
more direct causes, injury occupies an important place."

In rare cases a glioma seems to grow at the site of an old injury or even
surgical operation. For intracranial meningiomas there is rather more
evidence that past trauma may sometimes play a part in their causation.
The relevant data were convincingly presented by Cushing and
Eisenhardt' in their classical monograph. Of the 313 patients with
meningioma in their series no fewer than 101 (93 intracranial and 8 spinal)
had a past history of trauma considered by the authors to be relevant to
the tumour, and in 24 cases there was evidence of an injury-such as a
swelling, cicatrix, or depressed fracture-corresponding with the point of
origin of the tumour. The nature of the injuries in these cases varied.
Most commonly a sharp blow on the vertex produced by contact with an
object such as a brick wall, a croquet mallet, a threshing machine, or a
falling tree was followed after some years by the onset of symptoms of
the growth. Birth trauma was also incriminated-for instance, a child
who received a fractured skull in the course of a high forceps delivery
subsequently developed a meningioma in the injured falx.
The medico-legal implications of a relationship between head injury

and meningioma in over 30% of the cases in this authoritative series did
not obtain the subsequent recognition that might have been expected.
One reason for this lies in the fact that no other series provided figures
comparable with those of Cushing and Eisenhardt. It is almost impossible
to go through life without some cranial injury, minor or less minor, and
convincing evidence that such an injury can be related to the development
of a turnour in later years is obviously difficult to secure. Without such
evidence the physician and surgeon, aware of the natural instinct of many
patients to attribute any form of illness to external injury, and aware of
the possible grounds for litigation, have with good reason tended to be
sceptical. When strict criteria are applied, and cases in which the exact
site of injury cannot be determined or the time interval is inappropriate
are excluded, then few indeed remain.

K. J. Ziilch,4 who generally did not accept the evidence for a possible
relationship beween tumour and injury, cited as the most convincing
example in his experience the case described by Reinhardt in 1928. In
this case a large meningeal tumour contained a metal wire 1 cm. long
which had been driven in during a boiler explosion 20 years earlier.
Perhaps this type of association is not surprising, for the cells of the
arachnoidal villi included in the dura mater, from which it is believed
meningiomas arise, are a part of the reticuloendothelial system and can

respond to stimulation by foreign particles.
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Thus it appears that while trauma can hardly be identified
as a cause of basal, intraventricular, or spinal meningiomas, it
may be an important factor in some of the turnours related to
the cranial convexities, though in only a small proportion of
cases can this be established with reasonable certainty. Sir
Francis Walshe,5 however, considered that the inferences to
be drawn from Cushing and Eisenhardt's admirable, but
neglected, monograph were entirely valid and must not be
ignored. Walshe described three examples of meningioma in
which the tumour could reasonably be related to an earlier
injury. In these cases the interval between the injury and
the onset of symptoms varied from two months to 32 years,
two of the tumours being situated at the pterion and one being
parasagittal. Walshe then proceeded to rebuke the " keeping
an open mind " attitude of his contemporaries towards this
problem with customary verbal felicity: " Surely the per-
petually 'open mind' is not an effective instrument of
thought, and may too easily become a euphemism for the
mind closed to the lessons of experience."

Recently J. Walsh, R. Gye, and T. J. Connelley6
re-examined the whole subject and added two fresh case
reports. The first of these concerned a man who had struck
his head on being thrown from a stretcher in the course of an
explosion at Tobruk in 1941. He quickly recovered, but a
small lump remained in the skin to mark the site of injury.
This appeared gradually to increase in size ; in 1967, when

he was admitted to hospital, it had reached 6 cm. in diameter.
The mass was shown to be bone infiltrated with meningioma.
It was successfully removed, together with an underlying
large parasagittal meningioma. The second patient, who
had been thrown from a motor-cycle in 1940 and struck the
back of his head without sustaining any fracture, developed
a bony lump at the site of the injury 17 years later. This
*was removed, and a meningioma en plaque 1 cm. thick was
then disclosed, with obliteration of the sagittal sinus.
While it is rare to be able to obtain such close correlation

as in these two cases, it is fairly common for patients to offer
a past history of trauma to the head in some form or another
But, since the criteria for accepting a causal relationship of
a meningioma with an old injury must be rigid, it is unlikely
often to be established. Caution is clearly required in the
interpretation of symptoms, for patients will tend to associate
with a knock on the head a hyperostotic intracranial
meningioma presenting as a bony lump.
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Treatment of Adder Bite
There are three naturally occurring snakes in Britain. The
commonest and largest is the ring snake or grass snake,
Natrix natrix, which grows up to 2 m. in length. The smooth
snake, Coronella austriaca (up to 75 cm.), is rare and is con-
fined to southern English counties. The third and only
venomous variety is the adder, Vipera berus. Adult speci-
mens are 60-80 cm. in length. All three species are usually
greyish in appearance, though the colour may vary consider-
ably. As a rule the venomous adder can be easily distin-
guished by the dark longitudinal zigzag marking along its
back. It is widely distributed throughout Britain, occurring
in clearings and along the edges of woods, on moors, and on
mountains.
When it is considered that V. berus is one of the most

widely distributed venomous snakes-it is found in a wide
belt ranging from Portugal to China-it is remarkable how
little has been recorded in medical papers about its venom
and the effects of its bite. As with most venomous creatures,
the effects depend mainly on the amount of venom injected.
Fortunately, V. berus bites are no exception to the general
rule in- snake bite that only a minority of human victims
receive enough venom to cause serious poisoning. The
majority bitten have slight or no poisoning; they suffer from
the effects of fright, and have variable local pain, swelling
restricted to below the elbow or knee, and perhaps some
nausea. In cases of moderate poisoning vomiting can follow
within a few minutes of the bite ; it may be associated with
abdominal pain and diarrhoea and may be most unpleasant
for the victim. Prostration, collapse, and even loss of
consciousness may also follow within some minutes. The

cause of this rapid collapse (which usually resolves within
half an hour) is obscure. Sometimes it may be due to
emotional upset, but it has also been experienced by victims
such as doctors who would be unlikely to faint through fright.
When poisoning is moderate, swelling may spread during the
ensuing one or two days to the whole limb, but no further
generalized symptoms develop. The swelling with accom-
panying discoloration resolves without necrosis' within a few
weeks. In cases of severe poisoning persistent shock is the
main feature. There may be electrocardiographic abnor-
malities suggesting a myocardial lesion.' In the few studies
recorded, coagulation has been normal.
As first-aid treatment the site of the bite should be wiped

and covered with a handkerchief or cloth; it should not be
incised, as this frequently introduces infection. In Britain
the application of a tourniquet serves no useful purpose unless
there will be a delay exceeding several hours before hospital
can be reached. If available, aspirin or alcohol in moderation
is helpful. The victim should be taken to the nearest hospi-
tal, resting horizontally so far as is practicable. If a doctor
is called to see the patient before hospital is reached, and
vomiting is troublesome, an intramuscular injection of chlor-
promazine is indicated. The patient should be turned prone
to avoid inhalation of vomit. Reassurance of the patient and
associates is achieved more by the doctor's calm behaviour
than by words.
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