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Firstly, R. J. Weir, of the Medical Research Council's
Blood Pressure Unit in Glasgow, and colleagues in the Glas-
gow Clinic of the Family Planning Association2 studied levels
of blood pressure in 100 women before and during a year's
treatment with oral contraceptives and in a control group
of 34 women using mechanical forms of contraception. All
were normotensive before beginning contraception. Since
there is some evidence that oestrogen is the cause of the
hypertension, two oral contraceptives with different concen-
trations of oestrogen were used. Of the 100 women who
started 66 were followed up for a year. Reasons for failure
to complete the trial included pregnancy (one patient) and
adverse publicity about oral contraceptives (7 patients).
Twenty-one of the 34 patients (62 I',) using mechanical forms
of contraception stayed the course. It was noticeable, and
perhaps important, that the women using oral contraceptives
were younger than those in the other group, and more were
nulliparous.
The first reassuring fact which emerged was that in no

patient on oral contraceptives did the blood pressure rise
above 140/90 mm Hg. An average rise in systolic pressure
of 6-6 mm Hg was noted, but there was no significant change
in the mean level of the diastolic pressure. Further, there
appeared to be no difference between the two contraceptive
preparations used in their tendency to produce this rise in
systolic pressure. Of particular interest were four women
whose systolic blood pressure increased by between 20 and
30 mm Hg in 12 months, and further information on this
subgroup would be welcome. In the control group there was
no significant change in either systolic or diastolic blood pres-
sure. Dr. Weir and his colleagues are to be congratulated on
the lengths they went to in order to prevent bias, which has
vitiated so many previous studies of this kind.
The second report comes from California and concerns 22

women who were found to be hypertensive while taking oral
contraceptives.3 The mean blood pressures before, during,
and after treatment were 125/76, 183/110, and 130/82
mm Hg respectively. Several of these patients were hyper-
tensive before oral contraception began. The time recorded
for high levels of pressure to become evident varied con-
siderably, but in some cases the delay was due to a failure to
document blood pressure over long periods. This illustrates
one of the problems which the Glasgow study should be in
a position to answer-the time relationship between develop-
ment of hypertension and start of oral contraception. There
was also a variation of between 1 and 12 months after stop-
ping oral contraceptives before normal levels of blood pres-
sure were regained.
The third report, from the University of Texas, docu-

ments the occurrence of a level of blood pressure above
140/90 mm Hg in 10 of 56 women given an oral contra-
ceptive and followed up for periods up to 30 weeks.4 Of six
women with already raised levels of pressure one became
normotensive, four remained hypertensive, and in one the
hypertension became worse. The authors of this article are,
rightly, unwilling to extrapolate their findings to a large
group, since there was no proof that in this sample of post-
partum woman oral contraceptives were the only possible
cause of the hypertension. Secondly, the patients were
mainly coloured women, in whom the incidence of essen-
tial hypertension is high.
What then are the practical consequences to be con-

sidered? If a woman wishes to take oral contraceptives, her
blood pressure should be measured first. If she is normoten-
sive, the risk of her blood pressure going up would appear
to be small, though not immeasurably small, and it would be

wise to check it at regular (say six-monthly) intervals. If she
is already hypertensive the position may be different, though
there is still little published evidence to suggest any risk of
an exacerbation of the hypertension. Here it is hardly pos-
sible to say more than that the woman's requirements need
to be assessed with exceptional care, attention being paid to
all her needs and circumstances.

I British Medical3Journal, 1970, 2, 378.
2 Weir, R. J., et al., Lancet, 1971, 1, 467.
3Crane, M. G., Harris, J. J., and Winsor, W., Annals of Internal Medicine,

1971, 74, 13.
4Saruta, T., Snade, G. A., and Kaplan, N. M., Archives of Internal Medicine,

1970, 120, 621.

Humane Care
So battered and bruised is the image of our mental
hospitals, and in particular those designed primarily for
the care of the mentally handicapped, that any report
relating to them is seized upon by the mass media as
an opportunity to put the boot in yet again. A further
assault came, as might have been predicted, when a recent
report' was published. But in this instance the attackers
could have conserved their energies for an occasion with
more justification than this one affords. The remarkable
feature of this report is that it is written without rancour,
sensationalism, emotionalism, or holier-than-thou attitudes.
This is equally true in a political respect, for Sir Keith
Joseph, Secretary of State for the Social Services, points
out in his foreword: "This report was commissioned by
my predecessor as part of the measures he initiated to
improve the lot of the mentally handicapped within the
hospital service." "Its purpose," he writes, "was to provide
architectural advice on the immediate problems of over-
crowding and poor environmental conditions in our existing
hospitals for the mentally handicapped."
The study on which the report is based was carried

out by a team of architects and planners, quantity surveyors,
and engineers under the leadership of Mr. John Weeks,
F.R.I.B.A., assisted by medical and nursing advisers from
the Department of Health and Social Security. Not un-
naturally, they were disturbed by much of what they
saw. They noted, more in sorrow than in anger, the lack
of privacy or "personal space" in which mentally handi-
capped people (they insist on the use of "people" rather
than "patient" throughout) can dress and undress with
propriety and enjoy their personal possessions. They noted
too the insufficiency of baths, lavatories, and wash-basins,
the poor ventilation of many sanitary annexes, and the
high degree of regimentation at meal times, which reinforced
the institutional effect.
Even so, they have colours other than black on their

palette. They paint in glowing colours the developments
and improvements achieved recently in hospitals and other
residential places visited during the course of the study.
Six projects are chosen, illustrated by plans and photographs
of what they term "a good approach to the problems
discussed throughout the study." They range from a new
30-bed mixed residential unit on a hospital site to upgraded
wards in a large nineteenth century hospital. Tribute too
is paid to the ingenuity and ability of some staff in
the use of limited resources to give a domestic atmosphere
to the rooms.
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Their recommendations are far-reaching, but the basis
of their philosophy is that so far as possible mentally handi-
capped people should be accommodated in small groups
in homes or hostels, closely related to urban residential
areas. In all fairness they print counter-arguments put for-
ward by medical staff on the spot, who point out with
every justification that at present hostels are not available
to allow mentally handicapped people to live outside hospital
and, moreover, that such hostels and their occupants might
not be accepted by the general public in "normal" residen-
tial areas. To pursue such a policy in the teeth of public
opposition could be to court disaster, or at least to risk
the danger of translating a geographic isolation into a
social one.
The report goes on to argue that "in the short term it was

probable that a large number of such patients [higher grade]
would remain on hospital sites." And, "since higher grade
patients predominate there at the present time, we felt that
the relief of overcrowding should be given priority in terms
of their needs." To this end it considers a variety of alterna-
tives.

In all, this is a sensible and humane document which,
though paying strict attention to the terms of its brief,
recognizes the fact that in the final analysis plans are
useless without pairs of hands to operate them. And there's
the rub. As the staff situation deteriorates, so does morale.
The authors of the report wisely point out, "the very
improvement of working conditions may relieve this short-
age of staff," and, it could be added, give a fillip to morale.
The sooner its recommendations are carried out, the sooner
may we see some amelioration of the present unhappy
state of affairs.

Department of Health and Social Security, Buildings for Mentally Handi-
capped People. London, H.M.S.O., 1971 (C2 net).

Cultivation of Osler's Nodes
An unfamiliar method of diagnosing an obscure infection
is suggested by the observations of J. E. Puklin and
his colleagues' on a man of 42 who proved eventually
to be suffering from pulmonary actinomycosis. He gave
a history of six weeks' fever, cough, and severe weight
loss. There were signs, physical and radiological, of an
infiltrative lesion at the left base with a small effusion. Thor-
acentesis failed, and sputum examination was negative. The
contents of a pustule on his hand were reported to have
grown an enterococcus, whereupon enterococcal endocar-
ditis was diagnosed (supported by the existence of a cardiac
murmur), and treatment was begun with 20 mega units
of penicillin and 2 g streptomycin daily. Meanwhile two
Osler's nodes had appeared on the palmar surface of
one hand, and material obtained from one of these by
injecting saline and withdrawing it yielded a growth of
Actinomyces israelii and a Fusobacterium. The treatment
already begun on the strength of a totally different diagnosis
was appropriate to the new one (though the streptomycin
probably contributed little), and its continuance led to
steady and complete recovery.

Pulmonary actinomycosis can usually be diagnosed by
anyone with an eye open for actinomycotic granules by
examining pleural exudate or sputum. This is an ex-
amination in which success or failure may be determined
at what should be the first step, careful naked eye inspec-

tion. Opportunities of diagnosing it in the way described
here may not often occur, because haematogenous spread
is most unusual in this disease except via the portal system
from the ileo-caecal region to the liver; direct extension
from the original focus is all that usually occurs. Neverthe-
less aspiration and cultivation from Osler's nodes, should
they appear, should certainly be considered in this and
other conditions. In bacterial endocarditis these nodes are
caused by small infected emboli from vegetations: the
fact that they are usually sterile is all of a piece with the
behaviour of infarcts elsewhere in this disease, which are
almost never septic. The body develops a high degree of
immunity to the organism causing a subacute endocarditis
and can destroy it rapidly anywhere but in the avascular
infected valve itself. Thus the possibility of recovering
Streptococcus viridans from an Osler's node may be small
unless it is aspirated very soon after its first appearance.

Puklin, J. E., Balis, G. E., and Bentley, D. W., Archives of Internal Medi-
cine, 1971, 127, 296.

Haemorrhagic Ulceration
of Gut
Focal haemorrhagic extravasations into the gastric and
intestinal mucosa are seen fairly often in necropsies on
patients dying of heart failure, shock, and acute infection.l
The epithelium undergoes necrosis to produce superficial
ulceration. Similar lesions in the small intestine and colon
tend to become confluent and produce larger areas of
haemorrhagic necrosis. The necrotic mucous membrane
may become partly detached and form a pseudomembrane
over the bowel wall. This condition is called necrotizing,
or pseudomembranous, enterocolitis, and it causes ill-
defined abdominal pain and gastrointestinal haemorrhage.
The most severe cases are rapidly fatal.5 6 Histologically in
all these lesions there are extensive mucosal haemorrhages
and a non-inflammatory necrosis of much of the mucous
membrane. The underlying submucosa shows vaso-
dilatation.

Lesions of this type in the stomach and duodenum prob-
ably form part of a spectrum that includes the well-known
"acute," or "stress," ulcer that is a complication of shock.
Unlike the common peptic ulcer it has no chronic inflam-
matory component, but it may penetrate the wall of the
viscus and cause perforation as well as haemorrhage. In
the intestine the lesions can be distinguished from those
due to mesenteric arterial and venous thrombosis by their
patchy mucosal distribution. In addition the larger vessels
are patent.

These haemorrhagic conditions appear to be due to
vascular insufficiency. Both in heart failure and in shock
there is a reduced flow of gastrointestinal blood and venous
stasis, which together predispose to haemorrhagic necrosis.4
Sludging of the red cells may further impede the local
circulation.7 Necrotizing enterocolitis is associated with the
staphylococcal bowel infection which may follow the use
of broad-spectrum antibiotics after gastrointestinal surgery.
The two conditions are probably separate, but the staphy-
lococcal infection may predispose to the necrotizing lesion
by the dehydration and shock it engenders.5

Thrombotic occlusion of the related capillaries and
venules is also a factor leading to the mucosal ischaemia.
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