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splitting of the finger-nails provided me with
a clue to the diagnosis in these cases. The
coexistence of nail changes and a raised
serum uric acid in 19 cases would appear to
suggest that reeding and splitting and brittle-
ness, either individually or together, may be
a frequent physical sign in hyperuricaemia
and might warrant further investigation-I
am, etc.,

G. A. RAIL.
Casino Memorial Hospital,
New South Wales, Australia.

Detection of Hyperparathyroidism
SIR,-The most important biochemical

finding in the detection of hyperparathy-
roidism is a raised plasma calcium level.
However, in the differential diagnosis from
other forms of hypercalcaemia additional bio-
chemical findings are necessary. The follow-
ing case report points to the plasma chloride
level and so may be of interest.
A woman age 35 years with a history of renal

calculi four years and seven years previously,
and whose serum calcium was 12-9 and 11-9
mg./100 ml. and inorganic phosphate 2-05 and
2-5 mg./100 ml. with normal alkaline phos-
phatase (13 8 and 14-4 K.A. units), was admitted
for further investigation in March 1968. For
about 21 years she had had dyspnoea on moder-
ate exertion, pain in her loft upper arm, and
paraesthesiae of the fingers of her left hand.
More recently she had been feeling irritable
with marked tiredness, loss of energy, loss of
weight, and blurring of vision.

Physical examination of this healthy looking
female with a pulse rate of 80 and B.P. 150/90
was normal. Full blood count, E.S.R., blood
urea, x-ray of chest, skull, hands, and barium
swallow were also normal. Urine specific gravity
was 1017 and reaction acid. Serum sodium
and potassium were normal, but serum chloride
was elevated to 115, 120, and 121-5 mEq/l. In
a specimen of arterial blood the pH was 7*36,
bicarbonate 22-8 mEq/l., and Pco, 43 mm. of
mercury. Serum calcium was 12-6 mg./100 ml.,
inorganic phosphate 2-4 mg./100 ml., and alka-
line phosphatase 12-3 King-Armstrong units.
The E.C.G. showed a shortened QT interval
(0-36 second) compatible with hypercalcaemia.

Because of the progressive symptoms with the
persistently raised serum calcium, lowered in-
organic phosphate, and the hyperchloraemia, the
neck was explored, and a parathyroid adenoma,
proved by histology, was removed on 14 March.
Post-operative progress was satisfactory and her
serum calcium was 9 7 and 9-8 mg./ 100 ml. on
the first and fourth postoperative days. On
this latter day the serum inorganic phosphate
was 3-2 mg./100 ml., and alkaline phosphatase
10-9 King-Armstrong units. Serum chloride
decreased post-operatively and was 109, 102, and
104 mEq/l. on the first, second, and fourth post-
operative days; other serum electrolytes (Na
and K) remained normal.
At follow-up one year postoperatively (April

1969) the patient was very well and her
symptoms had disappeared. Her plasma calcium
was 9 7 mg./100 ml. and her plasma chloride
107 mEq/l.
The plasma inorganic phosphate level is

the additional biochemical finding generally
thought to be of value in the differential diag-
nosis of hyperparathyroidism from other
forms of hypercalcaemia. According to
Thomas, Connor, and Morgan' and Howard2
the plasma bicarbonate might be useful.
Wills and McGowan' found that 32 of their
33 patients with proved primary hyperpara-
thyroidism had plasma chloride levels of not
less than 102 mEq/l. Furthermore, they
believed that the plasma chloride level was

superior to the plasma inorganic phosphate
level for differentiating hyperparathyroidism
from other conditions associated with hyper-
calcaemia.

This case report shows that an elevated
plasma chloride level may be of value in the
differential diagnosis of primary hyperpara-
thyroidism.-We are, etc.,

ANDREW HEFFERNAN.
HELEN CARTY.

Mater Misericordiae Hospital.
Dublin 7.
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Abortion Act Amendment
SIR,-I would like to draw the attention,

of general practitioners to the rather subtle
attack on their status implied in the recent
failed amendment, and the lobbying and
manceuvring continuing now, in connexion
with the Abortion Act.
The Act as it stands simply requires the

opinion of two doctors, who may therefore
be general practitioners. While claiming that
there is no suggestion that any general prac-
titioner be excluded from assessing that an
abortion is necessary or desirable, what is
being sought by the opponents of the Act
in its present form is that one of the two
doctors should be a consultant gynaecologist
holding office in the N.H.S.
What this seemingly innocuous and appar-

ently sensible suggestion amounts to in fact
is a despicable attack on the competence of
" the other " general practitioner to make the
relatively simple obstetric assessment neces-
sary and give the second opinion required
by the Act. By restricting the operation of
'the Act to a minority of the profession, many
of whom are opposed to it on religious and
other grounds, will cripple it. Furthermore,
I think it should be pointed out that, with
the Act as it is at present, the gynaecologist
who carries out the termination provides a
third safeguard, if that is necessary.

I hope this threat to the Act and attack
on the status of the general practitioner will
be noted and acted upon by those concerned.
-I am, etc.,
London N.W.3. NORMAN CHISHOLM.

Elbow Disorders
SIR,-In his article on the elbow joint (16

August, p. 399) Dr. Malcolm Thompson
refers to the possible origin of pain felt in
the upper limb being in the cervical spine,
especially when the pain is diffuse, with no
localized tender points. I should like to draw
attention to two causes of typical " tennis "
or " golfer's " elbow, in which the cause is
proximal, but in which there is well-localized
tenderness and pain, because they frequently
lead to failure of the usual treatment or to
repeated relapse. 0

The first cause lies in the cervical spine,
either as the common " stuck neck " with cer-
vical discomfort and limitation of movement,
but with normal x-ray findings, or as cervical
spondylosis, often mild; in either case symp-

toms and signs in the neck may be minimal.
In the first case manipulation of the neck
produces a click and restores full movement
with relief of the elbow pain sometimes in a
few minutes, but more frequently within a
few days ; in the second case the usual treat-
ments of cervical spondylosis, such as a soft
collar, traction, and mobilizing exercises, and
in selected cases gentle manipulation, produce
relief.
The other, and more rare, cause of treat-

ment-resistant tennis or golfer's elbow is a
lesion of the acromioclavicular or occa-
sionally sternoclavicular joint, or both.
Again, this area may be virtually symptom-
free, or there may be some discomfort in the
shoulder, specially at the extremes of eleva-
tion, external rotation, or adduction of the
arm. The affected joint is invariably tender
to pressure. The cause of the lesion may be
trauma, often minor, such as a fall or a jerk,
or unaccustomed work-for example, garden-
ing or carrying heavy cases on holiday;
occasionally it is found to be early and some-
times previously undiagnosed rheumatoid
arthritis. The elbow pain is sometimes im-
proved dramatically following the injection of
steroid with or without local anaesthetic into
the tender joint; the total quantity injected
should be less than 1 ml. to reduce the risk
of a temporary increase in the pain owing to
distension of the joint.-I am, etc.,

G. H. UNGAR.
National Spinal Injuries Centre.

Stoke Mandeville Hospital,
Aylesbury, Bucks.

SIR,-I should like to congratulate Dr.
Malcolm Thompson on his excellent article
on the elbow (16 August, p. 399). He
stresses the importance of making certain
that the patient is not suffering from gout,
which applies equally to the female sex over
the age of 50.

I should like to emphasize the question of
strain of the forearm extensors in tennis
elbow. The tender points are over the lateral
epicondyle and the radio-humeral ligament
which constitute the origin of the extensors.
However, in the action of producing the
forearm stroke or similar movements, as the
dentist extracting molar teeth, the hand starts
from the pronated position and goes to the
stpinated position with the elbow slightly
flexed. Gradually, therefore, in tennis elbow
the radio-humeral joint becomes involved,
and, as Winchester' has shown, marked
degenerative changes may occur in the head
of the radius and the corresponding articular
surface of the lower end of the humerus in
patients with this condition as early as the
age of 30. The biceps muscle is the main
flexor of the elbow and supinator of the fore-
arm, and becomes involved in almost all cases
of tennis elbow. This is shown by tenderness
in relation to the long head of biceps in the
front of the shoulder.

Golfer's elbow is a similar -condition in
which, however, the movement takes place
with the pain starting from the supinated
position and going to the pronated position.
The flexors and the pronator radii teres are
activated and the biceps can still be involved
because the elbow is always held slightly
flexed.
My opinion is that many of these strains

are the result of faulty head-neck-shoulder
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posture and the wrong execution of activities
with the forearm, because the patient does
not know how to perform these movements
with the whole arm and shoulder girdle
firmly fixed to the trunk. It is possible also
with faulty head-neck-shoulder posture that
a vascular condition is produced in the arm
by either diminishing the blood getting to
the forearm or disturbing the venous return.
Another possible cause is that some people
are born with tight elbow joints, and in
these cases, where recurrences are frequent,
Bosworth,' in order to relax the tight elbow
joint, operates on the orbicular ligament,
Garden' elongates the extensor carpi radialis
brevior, and de G6es' removes the pannus
of synovial membrane-that can be so
thickened as to be called the humeral menis-
cus-from between the head of the radius and
lower end of the humerus. Rehabilitation
must be considered in both these conditions
as a whole arm entity, so that exercises and
treatment must be directed not only to the
elbow but to the shoulder, shoulder girdle,
and neck.

If these two points are considered in detail
the recurrence rate is lessened.-I am, etc.,

W. E. TUCKER.
London W. 1.
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Warneford the Benefactor
SIR,-The excellent article on the Rev.

Samuel Warneford (6 September, p. 587)
confirms what is known of him from our own
archives. It may be of some interest to your
readers to know that at Queen's theology
finally triumphed over medicine in 1934,
when the college became a " recognized
theological college" of the Church of
England. The latest developments, whereby
we propose in 1970 to become the first
ecumenical college in the country, would not
have been so pleasing to our benefactor, who

" detested Papists and Dissenters." But he
has his reward. A gigantic- portrait of him,
sidewhiskers and all, dominates our new
dining-room, which had to be built high
enough to accommodate it.-I am, etc.,

J. S. HABGOOD.
Queen's College,
Birmingham 15.

New Consultant Surgeon in Shrewsbury
Group

SIR,-While you are ventilating the differ-
ences between the Shrewsbury Group Medi-
cal Advisory Committee and the Birmingham
Regional Board in respect of this advertise-
ment (6 September, p. 599), please could I
draw your attention to the plight of the can-
didates, who must furnish 15 copies of their
application to this regional board.

It would seem apparent from experiences
with similar applications in other regions
that other regional authorities are able to
show sufficient enterprise to cope with a single
copy of application, and I am sure that the
Birmingham Regional Board would not wish
to be thought backward in this respect.-I
am, etc.,

ROBERT HALL.
General Infirmary,

Leeds, Yorks.

Private Practice Schemes
SIR,-Owing to the confusion which

appears to have arisen in the minds of some
of your readers concerning ourselves and
another company whose name and activities
are not dissimilar to our own, I crave the
indulgence of your columns to state that my
company is continuing its activities of assist-
ing general practitioners, who so desire, to
provide a private contract scheme for their
patients.-I am, etc.,

GEORGE 0. SUTTON,
Managing DiTector,

I.P.S. (Independent Practice Scheme),
(South East) Limited.

Hove, Sussex.

Hospital Practitioner Grade

SIR,-It is surprising that the report of
the Joint Consultants Committee's Subcom-
mittee on Hospital Staffing Structure
(Supplement, 22 February, p. 75) has not
stimulated more comment from general prac-
titioners in recent months. Its proposal for
a new " hospital practitioner " grade is being
considered in high places as "a possible model
for the integration of general practitioners in
hospital in the future-perhaps the only one
apart from training posts.

In our opinion this would be a very
narrow and unacceptable view of the role of
the general practitioner in hospital. Of course
there is need for a proper career grade for a
general practitioner with special skill " in a
narrow subspecialty " working part-time in
hospital. This has always been so; but there
is a strong case also for general practitioners
having facilities at the district hospital to
supervise the treatment of their own patients,
according to the standard of their ability, in

an integrated medical -unit. The same applies
also to obstetrics.
We, who are fortunate enough to have

access to general practitioner beds, appre-
ciate what a significant contribution this
makes to the contemporary staffing problem
and how much the continuity of medical care
is valued by our patients. We believe too
that it is important in maintaining high
clinical standards in general practice. As
more and more cottage hospitals in Britain
are closed down because of centralization of
medical services there is a great need for
imaginative thinking as to how this integra-
tion can be achieved.-We are, etc.,

I. W. WALLACE.
D. BRYANT.
C. 0. LISTER.
J. MCNUTT.
A. M. W. PORTER.
G. E. SINGER.

Farnham, Surrey. B. WINCHURCH.

Plight of Long-stay Hospitals

SIR,-Dr. E. Lyons's second letter (13
September, p. 656) does nothing to reassure
me that there is not an essential difference
of view between us. His committee clearly
disagrees with the diversion of funds from
general to long-stay hospitals. My view, and
apparently that of Dr. G. P. Jones (30 August,
p. 533), is that the decision to redistribute
immediately a small proportion of the pre-
sently available funds is to be welcomed, on
the grounds that it does something towards
redressing past inequities.

Dr. Lyons states that " it was not our inten-
tion . . . that . . . long-stay hospitals should
wait a further period while politicians find
more money to rectify their long-standing
problems." It seems to me the height of
political naivete to believe that urging the
Government " to find the additional money
required from other sources " is not to con-
demn long-stay hospitals to an indefinite
further demoralizing wait.

It is the essence of my argument that the
medical budget has been, still is, and is likely
to be for a long time to come apportioned
on a basis which takes little account of social
needs. Whatever the size of the medical cake,
doctors will always agree it should be bigger.
My concern is that it should be shared out
differently.-I am, etc.,

JACK BAVIN.
Leavesden Hospiltal
Abbots Langley, kierts.

District Hospital Concept
SIR,-It is disagreeable to enter a public

controversy with one's retired and respected
colleagues ; nevertheless, the letter of Mr.
J. F. E. Gillam (6 September, p. 599) cannot
pass unchallenged.
The majority of doctors and patients are

not concerned with the niceties of county
boundaries-in West Wales or any other
areas. Those of us who work in district
general hospitals are deeply concerned over
the efficiency and staffing of our own depart-
ments. This is true of the paediatric,
geriatric, ophthalmic, and accident units and
of inpatient treatment in particular. Out-
patient care and follow-up clinics are held
in every hospital in West Wales.

Those of us involved in the responsibility
for accident services are aware of the prob-
lems of staffing-both medical and nursing-
in a 24-hour service, 7 days a week, 52 weeks
in the year. To succeed in this in one
hospital in a district area is a triumph ; to
attempt it in two hospitals is a disaster.,
Your admirable report on road accidents;
(17 May, p. 398) shows the paramount im-.
portance of the family doctor in initial;
resuscitation, in the close co-operation of
ambulance men, and in the redesigning of-
ambulances. These are the factors in future-
development of accident services.
As regards the siting of the district general

hospital-which is the kernel of Mr. Gillam's.
complaint-I would say the Romans were no
slouches in matters of roads and communica-
tions. Two thousand years later Carmarthen
is still the centre for South-west Wales-all
roads and rail lead to it. As well as the.
district general hospital, within the town are
to be found: (1) St. David's Hospital for,
West Wales, a 1,000-bedded psychiatric
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