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the proceedings, is a very active organization at present
engaged on an important project on incontinence.
The problem of maintaining the disabled in independence

is not likely to grow smaller, since rheumatoid arthritis and
multiple sclerosis are the commonest disabling conditions in
younger people and strokes in the older. Several conclusions
can be drawn from the report. The key to success in maintain-
ing the disabled housewife is to give her a kitchen with which
she can cope, for many disabled housewives spend most of
the day sitting in their kitchens. Help is available for the
handicapped not only from statutory and voluntary workers
but from the gas and electricity boards and the Council for
Industrial Design. The Scottish Gas Board, for instance,
visits its disabled customers every year. Dissemination of
information about sources of help is needed, and it is
suggested that a booklet for general practitioners and others
should be produced. The deepest impression is of the courage
and endurance displayed every day of the year by the handi-
capped housewives who spoke at the conferences.

Examining Schoolchildren
Periodic medical inspections were a prominent feature of the
school health service until the last decade. The greatly im-
proved health of schoolchildren and changing patterns of
disease and disability' have led to a switch from these periodic
medical inspections of all children to selective examination
of smaller numbers chosen by agreement among the head
teacher, the school nurse, and the doctor.2 Selective examina-
tion was slow to gain acceptance,3 but today it has replaced
most intermediate medical inspections and, in some areas, the
school leaving inspection. There is, however, agreement on
the need still to examine all children at entry to school.4
A recent survey by G. L. Grant in Dundee5 confirmed the

value of this examination of school entrants; it makcs an,
important contribution in completing the clinical picture of
the child. As had been previously reported from Croydon,6
the examination was shown to supplement the work of the
general practitioner and hospital services and did not duplicate
or conflict with it. The examination should be a compre-
hensive medical examination4 and should include develop-
mental and neurological screening tests to assess the child's
mental development as well as a full physical examination.
Such a comprehensive examination follows naturally on the
developmental assessments which are now established practice
in the preschool child.
There are different views about the timing of the school

entrants' examination. The second term is probably best,
because by then the teacher will have discovered any minor
mental or emotional defects which might be difficult to detect
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on examination. The child's response to education can also
be assessed at this stage. The findings of the fourth-birthday
examination7 should provide adequate medical information
about most children for. initial placement in school. Virtually
all handicapped children likely to require special educational
treatment at the age of five will already be known to the child
health services.

Ideally, the medical examinations, screening tests, head
inspections, dental inspections, immunizations, and other
procedures necessary in the preschool and schoolchild should
be collected into a unified health programme which reduces
the number of attendances at clinics. A programme of this
kind can be designed to suit local circumstances, but those
used in other areas should be taken into account. There are
at present few standardized screening tests which are applied
to all children, and there is no widely approved health pro-
gramme; there are surely fields for co-ordinated, national
research in the child health service.
At present medical examination of schoolchildren is done

by local authority doctors, many of whom have had post-
graduate training in developmental paediatrics. Selective
examinations and the use of developmental techniques require
more medical time than did periodic medical inspection. Few
general practitioner paediatricians are available to work in the
child health service; and, moreover, the general practitioner
paediatrician, like the local authority medical officer in depart-
ment, needs specialist backing. There will be a new role for
local authority senior child-health -doctors as R. Mac Keith's8
"community paediatricians." The future child health service,
integrated within the unified National Health Service, will
depend mainly on the present local authority medical staff; it
is regrettable, therefore, that the work of these doctors and
their future role was not mentioned in the Second Green
Paper. 9

Lung Transplantation Reviewed
"If one cites the cold fact that 23 lung transplants have been
performed and that only one patient has survived longer than
30 days, eventually to succumb to chronic rejection ten
months after operation, the picture is discouraging." This
statement from a recent review' summarizes the present
experience of clinical lung transplantation and immediately
raises the question, Why should the results of transplantation
of the lung-a surgically straightforward operation-be so
much worse than transplantation of the liver and heart?
These three organs have in common the disadvantage of no
really adequate artificial support for the patient immediately
before and after operation, and therefore in contrast to kidney
transplantation there is much less of a margin for error.

Function of the graft must be adequate immediately, yet
the patient may be extremely ill at the time of surgery. The
support of dialysis is one of the main reasons why results of
kidney transplantation have been steadily improving, approxi-
mately 80%, of transplants functioning well at two years when
the donor has been a close relative, and more than 50% when
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the kidney came from an unrelated cadaver. In addition,
however, different tissues vary in their susceptibility to rejec-
tion. Skin is the most difficult tissue graft to maintain with
standard immunosuppression and liver the easiest. Heart and
lung seem to be liable to aggressive rejection, more so than the
kidney. Gaseous exchange through the lungs depends on the
integrity of the extremely delicate alveolar lining. It is possible
that minor changes of rejection which can be tolerated by
heart, liver, and kidney without serious functional upset can
cause disastrous changes in alveolar permeability and severely
restrict lung function.

Another obvious difference between the lung and other
organs that have been grafted is the necessity of exposure of
the airway and its ramifications to the atmosphere, and
therefore to potentially pathogenic organisms. It is not
surprising that many lung grafts have failed owing to infection
or a combination of rejection and infection. The normal
protection of the airways by ciliary activity and production of
mucus may also be impaired as a result of grafting. Inter-
ference with the innervation of the lungs is probably more
important than with other organ grafts. Dogs are particularly
susceptible, and, if both lungs are denervated by transplanta-
tion, disturbance of the reflexes that co-ordinate ventilation
can result in disorganized breathing, with respiratory failure.
To all these difficulties must be added physiological disturb-
ances resulting from the patient's lung disease. Thus, if there
is severe pulmonary hypertension, the transplanted lung will
have to accommodate nearly all the cardiac output, which may
be an unbearable strain on the vasculature of the graft. If the
opposite lung is emphysematous, there is a likelihood of
increased aeration of the patient's diseased lung at the expense
of the graft, which becomes constricted and collapsed by the
patient's own distended lung. It is obviously important that
the transplanted lung is the right size to be accommodated in
the recipient thorax. It has been suggested that both lungs,
or the heart and both lungs, should be grafted to obviate these
dangers, but the results of these operations have been very
disappointing for reasons that are not fully appreciated.
The lung is sensitive to ischaemia, and if left at body

temperature for more than an hour without a blood supply
severe anoxic damage is likely. The liver and heart are more
sensitive, the kidney less.

This catalogue of problems sounds and is daunting, but
incapacitating lung disease is extremely common, and many
workers are enthusiastically attempting to overcome each of
the difficulties.
One encouraging case of F. Derom, in Belgium, is a pointer

to a more optimistic direction. The patient, a man of 23, was
completely incapacitated with silicosis complicated by infec-
tion. He had a Po2 of 45 and a Pco2 of 65-70 mm. Hg. He was
bedridden and on continuous oxygen. The donor was a 40-
year-old patient who died from a cerebrovascular haemorrhage.
The right lung was transplanted. It was not subjected to
hypothermia, nor was it ventilated or perfused. The total
ischaemia time was 50 minutes. The pulmonary veins were
anastomosed with an atrial cuff to the recipient's left atrium.
After operation the Po. was 68 and Pco2 42 mm. Hg. The
patient's condition improved and so did his enjoyment of life.
He received undoubted benefit from his transplant, but
succumbed to chronic rejection 10 months later. The encour-
aging results of this operation may have been partly due to the
fact that the patient had restrictive lung disease; his own lung
therefore could not become overdistended. It also showed
that one lung could cope with most of the cardiac output
immediately after operation.

New and Old Friends
The chemical treatment of disease has revolutionized medicine
in the life-time of many doctors practising today. Man lives
longer on the average and suffers less discomfort than he
did about 30 years ago largely owing to the multitude of
efficacious remedies introduced since then. At the same time
the growth of drug addiction and dependence, the shock of
tragedies such as that due to thalidomide, and the emergence
of drug-resistant strains of infective organisms are reminders
of the price we are paying for therapeutic advance. These
are some of the themes reviewed in the latest issue of the
British Medical Bulletin,' edited by Professor D. R. Laurence,
of University College Hospital Medical School.
The practising doctor, bombarded as he is with advice on

circumstances in which he should or should not prescribe
drugs, knows little of what goes on behind the scenes to
make one tablet resemble (but how exactly?) another tablet
from the same bottle. That a new remedy has been carefully
tested before being introduced to clinical practice is well
known, but equally familiar is the series of reports during the
next year or two of unexpected side effects. What this points
to is the extreme difficulty of making inferences from ex-
perimental studies that are valid for ordinary clinical practice.
Still more unpredictable can be the effect on the fetus of a
drug given to the mother, while risks of a different but related
kind need to be investigated before a new food additive is
introduced. As well as discussing matters of this kind in the
B.M.B. several expert contributors report on the monitoring
of drugs before and after they reach the clinician. The
necessity for this is well summed up in a phrase of Sir Derrick
Dunlop's-"the shortcomings of new friends are not always
immediately obvious."

Holiday Cholera
As the present epidemic of cholera has moved westwards it
has come within range of British tourists. Holidaymakers
returning from any part of the shores of the Mediterranean
may have been in contact with the disease, since its present
extent is not accurately known (see page 653). Tourists staying
in modern hotels are unlikely to have been infected, but
doctors should be alert to the possibility of cholera in anyone
with a gastrointestinal upset within a day or two of returning
to Britain from a suspect area.
Most patients infected with Vibrio cholerae have no symptoms

at all, and many have an upset so mild that they do not
realize they have been ill. A slight looseness of the bowels or
the passage of two or three semi-formed stools may be the
only clinical evidence of infection, and this is easily overlooked
or put down to some passing dietary indiscretion. As in so
many other infections, the classical clinical picture is the least
common manifestation though the most easily recognized.
The patient's symptoms come on suddenly with the passage
of loose, pasty stools, but soon all faecal matter disappears
and the stool becomes entirely fluid. The fluid is clear but
with a greyish-white sediment-the "rice-water stool" of
cholera. This fluid stool gushes from the patient with little
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