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He was treated symptomatically and a week later had improved.
Nine months later he appeared with bronchitis, his chest x-ray
film being normal. A month later he had a sudden painless haema-
turia and an I.V.P. showed a constant filling defect in the left
side of the bladder. Subsequent cystoscopy showed a small tumour
projecting into the bladder on the summit of a mass which
proved to be an adenocarcinoma arising from the bowel. The
liver was enlarged 3 in (7 5 cm) below the costal margin and
this was considered an inoperable growth. He progressed steadily
downhill and died five months later.

Mr. G. H., aged 63, was a hardy perennial who attended
the surgery on an average of 20 times a year over a space of 20
years. Most of his visits were for cervical spondylosis and ab-
dominal pain which was invariably "agonizing". He had had
three barium meals in all, and carcinoma of the colon was not
suspected until two years ago, when, however, a barium enema
and sigmoidoscopy were normal. Six months ago he was admitted
to the district hospital with abdominal pain, but apart from a
loaded colon no positive findings were made; rectal examination
at that time was normal. Two months later he was finally re-
admitted and a diagnostic laparotomy was performed, at which
an inoperable carcinoma of the sigmoid colon was discovered.

This is a pretty dispiriting collection. In a small town and
rural area we have a dual relationship with many patients, who
may be friends or may supply us with the necessities of life
ranging from milk, papers, or groceries to emptying the dust-
bins. We live at close quarters with our failures-or their
memory-and any advice you can give us on the earlier
diagnosis of what seems to be an increasingly common tumour
will be most welcome.

Surgical Comment
MR. RINTOUL: The topic which we are discussing covers, I
feel, a much wider field than the early diagnosis of colonic
tumours in general practice. Hospital methods of diagnosis
are by no means infallible but I agree that the chances of
missing a tumour are lessened by a second opinion or even a
third, when the radiologist's help is requested. I suspect that
most of your patients did not, in fact, have a tumour present
at your early examinations. The fact that their tumours started
to grow during your contact with them-either medical or
social-can hardly be blamed on your presence. One impor-
tant point which I have noted in your case histories is that

you certainly took all reasonable steps to reach a diagnosis at
an early stage. I am afraid that I still see patients who have
not been subjected to the supposed indignity of a rectal ex-
amination and are referred to hospital with large rectal
tumours. In my opinion, this is worse practice than to miss
a growth during a well-intentioned P.R.

It seems to me that the main problem which faces your
management of these patients is when a second opinion should
be sought. It is a fairly easy decision for me to request a
barium enema when other means do not clearly establish the
diagnosis, and, indeed, it would be considered negligent, in
most cases referred to hospital, not to do so. Unfortunately,
it would not really solve the whole problem to refer all your
patients with diarrhoea to my clinic.

It would be ideal if a blood test were available as a means
of finding out those patients with an early tumour. There are
reports of a serological test being developed which, it is
hoped, will indicate the presence of a colonic cancer but it
may be several years before we have this as a routine test.
The E.S.R. is too non-specific to have been helpful in your
four patients but I wonder if an unsuspected anaemia would
have tipped the balance in your asking for a second opinion
at an earlier stage. Not all colon tumours produce anaemia, but
the majority will produce occult blood in the stools. The test
for faecal occult blood is quite simple when using the highly
sensitive Ham's reagent along with hydrogen peroxide, and
I have the two solutions available in my outpatients clinic.
The test itself takes less than a minute and a sample of faeces
can usually be obtained by rectal examination.

I am glad to have another pretext for bringing the subject
of the rectal examination into our discussion again because of
its great importance, but in the present company I should
not really preach to the converted.

Glossary

I.V.P. Intravenous pyelogram.

P.R. Per rectum examination.

E.S.R. Erythrocyte sedimentation rate.

Medical Education

Southampton-Some First-year Experiences
The initial cohort of students at the new medical school at the University of Southampton has just finished the first
year's course. Last month, in an interview with a member of the editorial stafq of the B.M.$., the dean of the school,
Professor Donald Acheson, described some of the lessons of the first year and his plans for the future. He began
by discussing problems of student selection.
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PROFESSOR DONALD ACHESON: Most of our students come straight
from school. But out of the 40 there are eight who have got a
degree in something already.

INTERVIEWER: Was this kind of selection your deliberate
choice ?

PROFESSOR ACHESON: Partly. We thought it would have a

settling effect on a group which would inevitably be under a lot
of stress. There must be now a well-defined "first-cohort-in-the-
new-medical-schools" syndrome, and one of the things we've
learnt this year is that, even allowing for it in advance, we still
underestimated it. It needs a real effort of iinagination to put
onself in the position of these students. Some of them feel-
though they came knowing they were the first group-that they
are being experimented on. Every lecture, every class, every test,
every examination is a step into the unknown. They haven't got
a senior group of students to whom they can turn and ask what
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the first-year examination was like, and it's very difficult to
convince them that probably at least 90% are going to get
through.

INTERVIEWER: Have they reason to be worried because you
are being fairly radical in your syllabus ?

PROFESSOR ACHESON: No, not at all. In Brltish terms we are
radical, but if you use McMaster in Canada as the standard we
are conservative. Furthermore, the General Medical Council
has approved the curriculum in principle. If anything, in spite
of our best efforts, we have over-formalized the curriculum here.

INTERVIEWER: I was interested to see the list of professors in
your prospectus. There were some unusual chairs. One was the
chair of applied nutrition, held so far as I could make out by a
man with an agricultural background. Then there was a pro-
fessor of medical information science, and I wondered what his
role was going to be, and I noted that you had called your chair
of obstetrics "human reproduction and obstetrics" and I
wondered about this emphasis. I was not surprised to see you
had a paediatrician and geriatrician, as obviously that fits in with
your interest in community medicine. This leads on to your
curriculum. Does it differ from those of the London teaching
hospitals or Oxford or elsewhere ?

The First Chairs

PROFESSOR ACHESON: Let's take the names of the chairs first.
The changes in emphasis were deliberate. The first one and the
one that caused the biggest stir was human reproduction and
obstetrics. We called it this to make it quite clear that the holder
of this chair was responsible, in co-operation with physiologists
and whoever else was necessary, for teaching students not only
about mechanical obstetrics and about gynaecology-but also
about the whole physiological and sociological business of
human reproduction. Our approach to physiology and anatomy
is to teach by means of a series of systems courses, of which the
first is the reproductive system, which is taught in the first year.
In fact our first class of students have completed their course
in human reproduction, which includes sex education.

So the introduction of the title "human reproduction and
obstetrics" was a deliberate change in emphasis to bring it back
squarely into the undergraduate curriculum. I think what has
recently tended to happen is that, as it became clear that the
art of obstetrics was one that had to be gained by postgraduate
experience and that general practitioners were being discouraged
more and more from practising obstetrics themselves, the place
of obstetrics in the undergraduate curriculum was becoming
eroded.

INTERVIEWER: Was the title partly too to emphasize the
importance of the family?

PROFESSOR ACHESON: Yes, the importance today of sex, the
family, and population control. It seemed to us that you
couldn't start in the medical curriculum at a better place. The
medical profession has rarely been taught anything about this.
Many of us are extremely inhibited and find it quite difficult to
talk to patients about their sexual problems. And if they find it
difficult to talk to us in the first place this means that nothing
really much happens to solve their problems.
Well now the other strange people-medical information

science. Again this choice was deliberate. I guessed that, looking
at the next twenty years, computers and the use of medical
information in planning and research was something that was
going to mushroom, and so I suggested the creation of this chair
to fulfil the needs of the sort of work that I had been associated
with in Oxford and which I couldn't possibly do here. Further-
more, the Wessex Regional Board (who are very active partners
in our medical school) felt that they would like to have someone
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with an academic position employed by the University who
would spent about half his time developing an information
service for planning and evaluation of medical care in the region.

INTERVIEWER: I can see the value of this on the research,
planning, and development side, but how do you justify the
post in teaching?

PROFESSOR ACHESON: Well, the holder of the chair is an epi-
demiologist and he has already been involved in teaching
epidemiology to the students. In the fourth year of the curri-
culum the student has the whole year in which to do a project
in any field he cares to elect, from biochemistry to sociology
applied to medicine. We would sincerely hope, that some would
choose medical computer science and medical information.

INTERVIEWER: So how long is the total medical course?

PROFESSOR ACHESON: Five years. The curriculum is in three
parts. The first three years are an integrated whole-or an
attempt at it. The fourth year is an honours year, in which the
student has a wide choice of options and majors in one of them
throughout the whole year, producing some sort of written mat-
erial at the end, with the only condition being that he continues
to do at least one day of clinical work a week. The fifth year
consists of residential clerkships and dresserships all over the
region in small numbers in medicine, surgery, psychiatry, child
health, and obstetrics.

INTERVIEWER: When do you introduce your students to
patients ?

PROFESSOR ACHESON: Right from the word go.

INTERVIEWER: Geriatrics?

PROFESSOR ACHESON: Yes, there is some teaching in geriatrics,
but that comes in the third year.

INTERVIEWER: In your inaugural address* you said that you
thought it was quite important to get the other faculties inter-
ested in the medical course, and you listed social science, en-
gineering, and law. How has this worked out?

PROFESSOR ACHESON: Very well so far as the Faculty of Social
Sciences is concerned. The first reports from the students on
their sociology course, which is done by the department of
sociology here, are on the whole favourable.

INTERVIEWER: What do they learn there ?

PROFESSOR ACHESON: About the structure of society, about the
various calls upon the gross national product other than medicine,
how we all have to dip into the same bowl, the roles of pro-
fessional people, and so on.
Next the engineers-there's a big faculty of engineering here

at Southampton. We have several engineers who are anxious to
become involved with the medical school. So that will come,
I've no doubt, probably as an option in the fourth year.

Disappointments

INTERVIEWER: You laid quite a lot of emphasis in your address
on rehabilitation and resettlement. Where is this going to
come in ?

PROFESSOR ACHESON: Well, I've had several disappointments
here. To my surprise I've so far not succeeded in getting the
money for a chair of rehabilitation, which we badly want. The

*British Medical 7ournal, 1970, 2, 683.
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University Grants Committee seems to think that the academic
potential of rehabilitation is very slight.

INTERVIEWER: Do you agree?

PROFESSOR ACHESON: No I don't. I think rehabilitation is a
Cinderella. It really is part of medical education, and there are
misunderstandings here. I'm not for a moment suggesting that
people should hand on their patients to a rehabilitation doctor
to "top them off" (or whatever you like to call it) after they've
had their coronaries, or after they've had their bronchitis, to get
them back to work. What I'm saying is that up to the present
time the busy physician, surgeon, or obstetrician has failed to
get over to the undergraduate the medical team's responsibilities
to get people back to work, or back to school, or to get them
independent if they're elderly people.

INTERVIEWER: This "systems teaching"-is it broadly your
first three years ?

PROFESSOR ACHESON: The first three years starts with two
introductory courses, in the first term. One is called "Cells,
Tissues, and Systems" and the other "Man, Medicine, and
Society," which leads on to courses in sociology, psychology,
and epidemiology. I don't need to describe these further. The
other introductory course leads on to systems courses covering
human reproduction (which the students have done) and next
year on the cardiovascular and respiratory systems, the ali-
mentary system, neurology, and nephrology. One of the later
courses will concern the locomotor system and I hope the chair-
man of the locomotor system course will be the professor of
orthopaedics (if we have a professor of rehabilitation by then he
will also be involved.) All this will deal with the applied physio-
logy of joints and some of the problems of limitation of move-
ments of joints, and so on. By the end of the second year the
students will have finished their systems courses. The third
year contains a lot of clinical work.

INTERVIEWER: At what point will they be taught diagnosis?

PROFESSOR ACHESON: About halfway through the systems
courses. But in their first year they have a course called "Early
Medical Contact." It is a great success. It consists simply of
every student, working in pairs and accompanied by a general
practitioner, meeting a patient on five occasions in the home.
The patients selected usually have an obvious chronic disability
-physical or mental-which bears on their family and social
life. The emphasis is on the family and on social aspects of illness
because at this point of their course the students don't have the
clinical skills which enable them to feel a spleen or know what
the sedimentation rate means. But unlike our generation they
are very interested in and highly sensitive to social problems;
they are also more mature. In spite ofmany of them having come
straight from school, they have taken to this like ducks to water.

Community Care Units

INTERVIEWER: In your lecture you stressed that you wanted to
teach particularly on the commonplace and intractable. With
this I think you linked community care units. Have you got
these established ?

PROFESSOR ACHESON: We have got one. The local executive
council allowed the university to take over a vacant single-
handed practice near the hospital and fill it with a university
lecturer, so we have a practice of 4,500 souls. The actual physical
building of the community unit is going to take a little longer.

INTERVIEWER: How does this "community care unit" differ
from a good general practice ?
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PROFESSOR ACHESON: Physically it will be a health centre with
various local authority clinics and so on, but the difference is
that about 30% of the capital will have been found by the
University Grants Committee for accommodation for teaching
and research.

INTERVIEWER: At what point will this come into the curri-
culum?

PROFESSOR ACHESON: In the third year.

INTERVIEWER: So by then the students will know something
about diagnostic procedures. Will they examine patients there?

PROFESSOR ACHESON: Yes. By the beginning of the third year
they will have done their systems courses. They then have
junior clerkships in the hospital in medicine including geriatrics,
surgery, child health, psychiatry, and paediatrics. One session a
week throughout this year is spent in the community care aspects
of the subject currently being studied in the wards. So, for
example, when they are doing their ward work in paediatrics
they will be seeing sick children at home either through the
community care unit or in association with other practitioners
who are working with us in the area, on a sessional basis. When
the students do their psychiatry in the ward, they will see psy-
chiatric patients at home one morning a week.

INTERVIEWER: You said you were hoping to get different sorts
of community care going.

PROFESSOR ACHESON: Yes. We have a generous grant from the
Nuffield Foundation to organize the community care unit as
one of those general practices with the elderly looked after by
one doctor, the middle-aged by another, and the children by
another. We are going to compare this system with an orthodox
group practice elsewhere.

INTERVIEWER: With what in mind?
PROFESSOR ACHESON: To see, for example, whether the concept

of the family doctor-the doctor who looks after the whole
family-is still valid.

INTERVIEWER: This seems contrary to your emphasis on the
importance of the family in your introductory course on repro-
duction. If you are going to have separate history-taking by
different people surely they won't have the same sort of con-
tinuity of knowledge of the family as one person coping with the
lot of them.

"Myth" of the Family Doctor

PROFESSOR ACHESON: That is one side of the equation. The other
is they may get more appropriate skills. But I would challenge
the reality of the view that for most families living in England
there is in fact one family doctor. Our image of the family doctor
as someone who looked after mum when her baby was born and
is now looking after the teenager whom he delivered and
grandpa is, unfortunately, almost certainly a myth. It has been
destroyed by two things: one is internal migration in England,
which the census shows is very striking; the other is that in
group practices you don't always see Dr. Bloggs, you see the
doctor who is on. In many of the urban centres even this pattern
has broken down, particularly in London; you see Dr. Bloggs
or his partners during the week and you see an entirely different
doctor who may not even be a general practitioner at night or
at the weekends. So one of the things we will do is to see how
often in an orthodox group practice the same family sees a
different doctor, and compare that with what happens in our
teaching centre using the McKeown system.

INTERVIEWER: What about your students; where do they
come from ?
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PROFESSOR ACHESON: All over England. Very few from
Scotland.

INTEIVIEWER: What particular things attracted them to you-
the excitement of a new medical school or something else?

PROFESSOR ACHESON: I think that some of them have been
attracted here because of our new approach, but I suspect this is
a minority. Perhaps some of them thought it might be easier to
get in because it is a new medical school.

INTERVIEWER: Is that in fact so ?

PROFESSOR ACHESON: It certainly isn't.

INTERVIEWER: I would have expected you to have a vast
number of applicants for every place.

PROFESSOR ACHESON: We have. For this coming year we have
had just over 1,800 applications for 65 places, but one must
remember that the University Council on Central Admissions'
policy inflates the number of applications fivefold.

INTERVIEWER: How many of these are first choices?

PROFESSOR ACHESON: About 250.

Very High Intake of Women

INTERVIEWER: Something which has been agitating the House of
Lords recently is the intake of women into medical schools.
Is yours roughly proportional to the proportion applying,
or do you discriminate one way or the other?

PROFESSOR ACHESON: Well so far we haven't discriminated here.
But unless something happens, unless discrimination becomes
quite clearly illegal so that everybody stops discriminating-
because most of the others do-we are going to be in a very
difficult position. The fact that last year 40% of our intake were
women is already widely known.

INTERVIEWER: Is this the highest intake of women in Britain?

PROFESSOR ACHESON: Not quite, but nearly. This year it is
going to be 50%, I think, or even 55%.

INTERVIEWER: Are you worried about this in purely economic
terms? Over a lifetime the amount of medical work done by a
woman will almost inevitably be less than a man's.

PROFESSOR ACHESON: Yes I am, but I think that Lady Summer-
skill and everybody else just has to accept that if it is to be
wrong to discriminate against women in this way then (as the
Americans would say) there is a price-tag to be picked up-
about four more medical schools will be needed to make up for
the wastage. It does seem to me, trying to weigh it up, that it is
probably wrong-and certainly most repellent-when you are
faced with two applications, one from what is clearly a boy of
only moderate intellectual achievement and the other from
an extremely bright girl, that you've got to take the boy.

INTERVIEWER: How do you go about your selection?

PROFESSOR ACHESON: Like this. We study carefully all the
applications-that is, the records of academic work and the
headmasters' reports. We look first at candidates placing
Southampton first or second or expressing no preferences, as
we know that good candidates placing us third choice or lower
will be snapped up elsewhere. We then sort the rest into piles:

home students straight from school, mature students-a small
but growing heap-and so on.

INTERVIEWER: Do you deliberately look for a certain proportion
of mature students ?

PROFESSOR ACHESON: We did last year, and that became known.
As a result of that and the employment situation for bio-
chemists, physicists, and chemists we have got this year many
young graduates who want to do medicine.

INTERVIEWER: Can they get a second grant ?

PROFESSOR ACHESON: At present it is extremely difficult for
them to get one, but, it depends very much on where they
live. To revert to selection procedure, we've got all these pieces
of paper. We divide our selection committee into pairs, and each
pair is given a heap of applications to assess. We next give pro-
visional places on the basis of A level predictions. You must
remember most candidates haven't got them then. The timing
of G.C.E. results is a most pernicious system. In Australia they
succeed in getting the national exam results out in time for
them to be used in university selection. Here one normally has
to make provisional selections on the basis of predictions of A
level results. For example, we may offer a place on the condition
that the student gets two Bs and a C.

INTERVIEWER: Having done that, do you interview?

Mistrust of the Interview

PROFESSOR ACHESON: No. We don't. Deliberately, as a matter of
policy. We felt that there is no evidence that one can select by
interview those with the characteristics one hopes will be
present in all doctors such as humanity, honesty, and all those
things. Nor did we think that there was yet any reliable test of
aptitude. We asked ourselves what we would be trying to do at
interview and the answer (the over-simplified answer) was that
we might find we were selecting on the basis of our social pre-
judices. We were very much reinforced in this argument by the
experience of Edinburgh, where some five years ago the medical
school deliberately gave up interviewing, and it's thought that
the drop-out rate has fallen. But we do always interview mature
students.

INTERVIEWER: Is this because of the influence they will have
on those straight from school?

PROFESSOR ACHESON: Not really; rather because we felt that
we could find out more about motivation at their age.

INTERVIEWER: You wonder why they are switching horses ?

PROFESSOR ACHESON: Things like that. I am perfectly certain
that had we interviewed all the applicants we would have got a
different bunch of students. Whether they would have been
better or worse is impossible to tell-I doubt if they would have
been better.

INTERVIEWER: If it is widely known, as it must be, that the
way you get the place you want is by your A level results this
must have some corrupting influence on school education. It
becomes so important to do well. Does this bother you ?

PROFESSOR ACHESON: There is some evidence that A level
results are correlated with future success in medicine. This is not
absolute, of course, and there will be exceptions. So even if A
levels are a poor classification they are at least semi-objective.
My problem would be that if I interviewed two people, one of
whom had good A levels but I didn't like-and I think that is
about as far as one can get at a brief interview ofan 18-year-old-
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and somebody else with no A levels or bad A levels whom I
liked at the interview, I would be loath to take the one I liked the
better as I should suspect that it would be pure prejudice that
made me choose the other chap. We have got to get more
objectivity into this matter of selection for medical students
somehow.

INTERVIEWER: You don't put very much value on being
brought up in a doctor's household?

PROFESSOR ACHESON: We don't hold it against him! My father
was a doctor and my brother is a doctor. But I can't see how
really one can give a candidate many marks for this.

Any Questions?
We publish below a selection of questions and answers of general interest

Treatment of Genital Warts

What further treatment is available for a women suffering
with extensive genital warts which have not responded to
repeated applications of podophyllin, local cautery, and high
dosage of vitamin A?

None. But some questions need answering. Is the diagnosis
right? Could they be condylomata lata? Is there any asso-
ciated pathogen in the vagina-for example, trichomonas,
monilia, or pathogenic bacteria? Are there viral warts else-
where, possibly on the hands or in the vagina or rectum,
from which she may be re-infecting herself? Has the sexual
partner been examined? Could he be re-infecting her?

It is not clear from the question what local cautery means.
In fact the operation to cure these condylomata acuminata
should be a formal one under general anaesthesia. Less than
this is sure to fail. Properly done it does not fail. Every single
lesion on the vulva and in the vagina must be excised with
the cutting diathermy, and the bases of the condylomata
especially dealt with. With many warts the operation can be
tedious and time-consuming, but to be effective it must be
thorough. Moreover general anaesthesia and the lithotomy
position and a good light are necessary to be able to see all
the warts..

Swallowing Foreign Objects

What action should be taken if an infant who has swallowed
a plastic pen cap has not passed it out after about three
weeks? Is the cap likely to have disintegrated in the gut?

It is very unlikely that the plastic pen cap would disintegrate
in the intestine. Some plastic materials are hardened by the
intestinal secretions. If the child does not show any signs of
disturbance attributable to the presence of the cap nothing
should be done since it is likely eventually to pass. If the
parents become very anxious a barium meal examination
would be justified and should be followed through the in-
testine, but it is unlikely that it will show any sign of the
swallowed cap.

Notes and Comments
Treatment of Plantar Warts in Schoolchildren.-Dr. K. M.
TOMLINSON (Newent, Gloucestershire) writes: I was in-
terested in your expert's answer on this subject ("Any Ques-
tions?" 3 June, p. 586). A large comprehensive school in this
area opened a swimming pool three years ago where swim-
ming was compulsory. Within six months there was a steep
rise in the incidence of plantar warts necessitating the banish-
ment of sufferers from the bath. To counteract this I ar-
ranged for the swimnming instructor to spray all sufferers'
feet with Nobecutane before entering the changing room.

There has been a gradual decline in the incidence of plantar
warts since this procedure was adopted. The exact figures
will not be available until the end of the current term but
there is no doubt that they are significant. This is a simple
and inexpensive method of prophylaxis.

DR. W. F. CHRISTIAN (Deputy Medical Officer of Health and
Deputy Principal School Medical Officer, Wallasey, Cheshire)
writes: I have read your expert's reply to this question
but no mention is made of the use of carbon dioxide snow.
The prevalence of plantar warts in this district is high and
is probably associated with frequent visits to swimming baths
and barefoot physical education in school gymnasia.
For approximately 15 years a variety of treatments have

been used in our clinics, mostly carbon dioxide snow, Chloro-
sal paste, and Vericaps. By far the speediest cures are ob-
tained by the use of carbon dioxide snow followed by occlu-
sion of the warts with zinc oxide plaster to which a blob of
Chlorosal paste has been applied. At the second visit the
macerated skin is removed or if a good 'blister has formed
the dead skin of the blister is removed. The raw area is then
treated with hydrogen peroxide and a flavine dressing ap-
plied. I have found that the optimum treatment is two weeks.
To ensure that the zinc oxide plaster remains in position for
that time it is covered by two turns of porous Elastoplast.
Far from warts resolving spontaneously my experience has
been that when left untreated plantar warts tend to multiply.
I have treated countless children whose parents have been
advised to leave them alone or to treat them with formalin
soaks and by the time they have come to our clinic there
have been four or five warts to treat.

OUR EXPERT replies: I am grateful to Dr. Tomlinson and
Dr. Christian for their helpful comments. It was impossible
to list in an answer of this type all treatments of plantar
warts which are frequently effective and practicable in gene-
ral practice and school clinics. The crux of the matter is the
lack of a simple and painless yet radically effective therapy
for this troublesome and common infection. All radically
effective measures are painful and/or expensive in staff and
equipment; fortunately the placebo effect of relatively
painless techniques is high. Treatment with carbon dioxide
snow is effective and is used in most dermatological out-
patients departments, but it requires special equipment and
considerable expertise before consistently satisfactory results
are obtained.

Spraying the feet of wart-infected children with Nobecu-
tane is an excellent suggestion. Plantar warts seem to like
soggy skin and the drying and protective effect of Nobecutane
may help those already affected as well as prevent dissemina-
tion of the wart virus. Formalin soaks are probably helpful
in this condition because of their drying effect upon the
horny layer and another dehydrating agent glutaraldehyde
10% buffered with sod. bicarbonate to pH 7*5, applied
daily to plantar warts with an orange stick, can bring a pain-
less if somewhat laborious cure for plantar warts.
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