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need to have specific approval from the hos-
pital's ethical committee before any medical
experiment could be carried out on any
patient, unless the experiment was designed
to be of direct benefit to the patient. Dr.
Addison felt that there was absolutely no
need to introduce legislation as he was quite
sure that doctors in clinical research were
fully aware of their moral and ethical obli-
gations.

Professor S. P. R. ROSE (Biology Depart-
ment, Open University, Bucks) then spoke
on the responsibility of scientists in re-
search. Many false dilemmas were raised
by questioning individual researchers on
specific topics, and he cited as examples
extrauterine fertilization, genetic engineering,
cloning, dialysis, and organ transplantation.
This obscured the important social reality
that society got what it paid for. Between
40 and 60°b of the total scientific research
projects of many Western countries were
devoted to defence and military technology,
and the distribution of jobs and financial
support were largely directed by the de-
mands and pressures of government and in-
dustry. There were sharp disparities in the
application of medical care. Firstly, the
emphasis in favour of some illnesses and
social classes was clear. The relative d;ffer-
ential in perinatal mortality rates had per-
sisted between social classes 1 and 5 in
spite of the advances in the last 60 years.
Secondly, treatment and research and ex-
penditure were concentrated on productive
patients rather than on the chronic sick and
mentally ill. The accommodation costs in
an acute London hospital were five times
that for the mentally subnormal, and the
costs of catering and provisions also showed
wide differences. In Professor Rose's view
there was deliberate maintenance of dis-
parity between groups. An example was the
resources devoted to the development of
growth areas in pharmacology, such as the
psychoactive drugs. These had the effect of
encouraging patients, often middle-aged
women, to adjust out of the social prob-
lem, whereas the real need was an adjust-
ment by society. Human beings were being
devalued and dehumanized. Society as a
whole should fight against the misuse of re-
sources and each individual should relate his
individual ethical problems to these broader
issues.

Fighting Infertility

Mr. P. C. STEPTOE (Oldham) and Dr.
R. G. EDWARDS (Cambridge) presented a
joint paper on responsibility of the doctor
in consequence of biological advances.
Modern attitudes and open discussions in-
fluenced current ethical thinking, and
national committees were considering
specific aspects of ethical problems. Doctors
had responsibilities to patients and had to
assess advances in management from a
critical standpoint. The application of such
advances and the influence on society also
had to be considered. Work on egg and
embryo transfer and fertilization showed
that there was a high rate of success in 14
different species and six orders of mammals.
Birth defects were not increased with these
procedures, in marked contrast to the
effect of external influences at the time of
organogenesis. The term "test-tube baby"

was a red herring, and the technique of
embryo fertilization and transfer would par-
ticularly help infertile patients who had
tubal disease. The procedure was theoretic-
ally simple, with little morbidity and no
physical damage to the mother. It would be
unethical not to continue this line of re-
search. A watching brief on the anxieties
of the possible manipulation of genes and
cloning was required. Responsible dis-
semination of information without specula-
tion was desirable and open critical review

of the work carried out continuously.
In the lively discussion that followed Sir

HEDLEY ATKINS indicated that a funda-
mental role was that a procedure was likely
to be ethical if one would allow a member
of one's family to undergo it. Dr. J. H. H.
MCRAE (London) raised the issue of
consent and the relationship of practitioners
to hospital staff. Euthanasia, the legal rights
of the fertilized ovum, and the possible
dangers of locally applied fluorinated steroid
creams were also discussed.

Vaginal Discharge

Dr. R. M. WARREN (Southampton) opened
a well-attended seminar by describing
vaginal discharge as both a complex and
an increasingly common problem. Over the
past four years in Britain attendance at the
special clinics by patients with a discharge
had doubled from 57,000 to 112,000 cases
annually. The increase was continuing at a
rate of 25% a year and was largely due
to sexually transmissible diseases. In his
view, two factors had contributed to the in-
crease in vaginal discharges seen. These
were liberal attitudes to sexual relations and
the contraceptive pill. To attempt to stem
the rising tide of venereal infections contact
tracing and follow-up were essential. In
addition, to encourage patients to attend
clinics no appointments should be necessary,
an accurate diagnosis had to be made at
the first visit so far as possible, and the
patient's confidence respected even to the
extent of not informing her own doctor
when permission to do so was withheld.
However, the special clinics should not be
isolated from the remainder of the hospital
services. Close links were desirable with
the gynaecological department and ideally
they should operate in adjacent premises.
That vaginal discharge was a symptom

only and not a disease in itself was em-
phasized by Dr. LESTER COHEN (Cardiff).
The investigation of bacteriological speci-
mens was all-important in diagnosis, and
careful attention to minor details in tech-
nique was essential to get accurate results.
A wet film examined microscopically at once
would invariably detect trichomonal or
candida infections. Specimens for gonococcal
infection should be taken with a graphite
stick from the urethra or cervix and placed
in Stewart's transport medium at room
temperature. Simple high vaginal swabs
were useless for culturing the gonococcus.
Once a positive diagnosis was made con-
sorts should be traced, and this was vital
in female gonococcal infections, as 30%
were asymptomatic.
An increasing number of patients were

attending the Cardiff Special Clinic as a
last resort, he said, as they had suffered
from recurrent discharge with no benefit
from treatment for months. Many of these

had simple recurrent candida infections.
Ideally these could be dealt with by the
general practitioner, sparing the patient the
embarrassment of consulting a venereolo-
gist. But how many general practitioners
had facilities for simple wet-film microscopy
oe obtaining bacteriological specimens? The
choice lay between improving the general
practitioner's ability in diagnosis or extend-
ing the hospital services to examine all
women with a discharge.

Non-venereal Discharge
The gynaecologist's view of the problem
was expressed by Mr. P. N. GILLIBRAND
(Southampton). Discharges were of three
main types-physiological, inflammatory, or
neoplastic. Physiological discharges from
cervical mucus or vaginal desquamation
needed no treatment except reassurance.
Cervical erosions, common in women on
the pill, responded well to cautery. With
physiological discharges itching or odour
were rarely a problem, and no pus cells
were seen on microscopy. In fact most
women had a discharge at some time, but
whether the individual complained of it
depended on personal fastidiousness.

Inflammatory discharges, however, always
needed treatment, and a culture should in-
variably be taken even if the cause-for
example, candida infection-appeared ob-
vious. There was a real danger in treating
patients initially with any "cure-all" pre-
paration. Such preparations could lead to
missed diagnoses of venereal infection or
recurrent infections. Recurrent candida in-
fections, for example, were common in
women taking the pill and were unlikely to
be cured without stopping it.

Discussion ranged over whether it was
possible for a practitioner to examine every
patient thoroughly before initial treatment
and whether in fact it was feasible to refer
all patients with a discharge to hospital
clinics. The balance was between realism
and idealism and would be shifted towards
the latter by improvement of the special
clinics-so long the Cinderella of hospital
outpatient services.

Hazards of Aquatics

In opening the symposium on hazards of
aquatics the chairman, Surgeon Captain
J. S. P. RAWLINGS (Institute of Naval
Medicine) indicated the variety of prob-

lems facing both professional divers and
casual swimmers and sailors and which
might present to the doctor.
Surgeon Commander J. MURRAY YOUNG
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Members of the Symposium on "Hazards of Aquatics." Left to right: Surgeon Lieutenant-Commanders F. St. C. Golden and J. F. Rivers, Surgeon
Captain J. S. P. Rawlings (chairman), and Surgeon Commander J. Murray Young.

(Institute of Naval Medicine) was concerned
with the problem of underwater accidents.
These accidents occurred in the course of
people's jobs: in the docks, rivers, and har-
bours; and in their recreations of diving,
swimnming, and sailing. Usually the prob-
lems were caused by the effects of changes
in pressure in the air-containing cavities
of the body. Lung "squeeze" occurred when
the differential pressure across the chest
wall caused transfer of fluids into the
thoracic cavity, with resulting interstital or
intra-alveolar haemorrhage. Chest pain was
the presenting sign. Buoyancy decreased
with increase in pressure and the resulting
decrease in size of the thorax. The depth
below which negative buoyancy occurred
was 15 ft (4-5 m), and positive means were
required to regain the surface. Pulmonary
barotrauma could occur in sudden immer-
sion, with resulting emphysema and embo-
lism. Any pre-existing lung lesion-for
example, lung cysts-would predispose to
this condition.

The Bends

Decompression sickness was caused by a
too rapid emergence from a depth. One
theory was that gas bubbles formed in the
tissues and vascular system, with blockage
of the microcirculation, hypoxia, and loss
of tissue function. In a mild case the char-
acteristics were itching, pain, rashes, and
fatigue. In more serious cases the signs and
symptoms included headache, visual dis-
turbance, personality changes, muscle weak-
ness, paraesthesiae, girdle pain, tremor,
and staggering gait. The "chokes" was the
name given when the lungs were involved,
with marked cough and dyspnoea. How-
ever, the variety of symptoms and signs
seen was such that any diver presenting with
any of these should be diagnosed as de-
compression sickness until proved other-
wise. Although about 60% of cases were
diagnosed during decompression within the
first hour, it was not exceptional for patients
to present more than 12 hours after surfac-
ing by which time they might have travelled
a considerable distance.

Prevention of underwater accidents was of
the utmost importance, and important
features to be assessed were fitness for
strenuous exercise, healthy lungs, ears, and
sinuses, and the psychological make-up to
face the stresses involved.

Immersion Hypothermia

Surgeon Lieutenant-Commander F. ST. C.
GOLDEN (Royal Naval Air Medical School)
then spoke about accidental immersion
hypothermia. The water round our coast
for the greater part of the year remained
below 15'C. Hence immersion incidents
commonly caused hypothermia. He then out-
lined contributing factors in the production
of immersion hypothermia, its recognition,
and some recommendations for treatment.
Water temperature and duration of im-
mersion were the most important contribu-
tory factors. It had been shown in various
studies that below a temperature of 15'C
there was little chance of survival. Inade-
quate protective clothing allowed for rapid
heat loss by conduction. The ideal clothing
was both waterproof and insulated. The
amount of body fat was relevant as it was
the ideal insulator, and in this respect
women, having a higher total percentage
body fat than men of the same build, had
more chances of survival. The relative
amount of movement in the water was im-
portant. Movement was detrimental in that
it distributed the area of water warmed by
and surrounding the body and also shun-
ted blood from the deep to the superficial
tissues, accelerating the rate of fall of body
temperature. Other factors of relevance were
the age and physical fitness of the individual
and his use or abuse of alcohol.
Though the diagnosis of hypothermia was

usually obvious in the conscious survivor, it
could be missed in the unconscious or ap-
parently dead patient, especially if the con-
ventional clinical thermometer was used. A
low reading thermometer was essential. At a
body temperature of 35'C the patient felt
cold, shivered, and was confused, detached,
and disoriented. At 34'C there was reluc-
tance to communicate, and below this tem-
perature amnesia supervened. Below 33°C
supraventricular cardiac arrthythmias were
common, and the individual was semi
conscious. By 300C there was loss of con-
sciousness, with dilation of the pupils, de-
pressed respiration, absent tendon reflexes,
and intense peripheral vasoconstriction
coupled with profound bradycardia.
At this stage many victims were abandoned
as dead.

Treating Hypothermia

The definition of death in hypothermia was
"failure to revive", and this point was em-

phasized. Treatment was primarily by rapid
rewarming. The torso (but not the limbs)
should be immersed in a bath of water at
41'C for a naked body and 45'C for a
clothed body. As movement could precipi-
tate ventricular fibrillation unnecessary
manipulation should be avoided. Correction
of pH and electrolyte disturbance was initi-
ally unnecessary, as both tended to revert
to normal on rewarming. Defibrillation was
pointless before the core body temperature
had reached 300C. It was important to be
aware of the fact that the body temperature
initially continued to fall during the re-
warming period, the "after-drop". This was
minimized by rapid rewarming.
Surgeon Lieutenant-Commander J. F.

RIVERS (Royal Naval Hospital) spoke on
the treatment of near drowning. It was esti-
mated that 7,000 people died each year in
the U.S.A. and about 900 per year in the
United Kingdom as a result of accidents
in the water. A number of patients who had
been successfully resuscitated and subse-
quently succumbed to the secondary effects
of near drowning had also been reported.
The clinical picture of the near-drowned
varied from stupor with hyperpnoea and
mild cyanosis to hyperexcitability, grand
mal episodes, unconsciousness, apnoea,
cyanosis, and cardiac arrest. The most con-
stant physiological findings in experimental
animals were hypoxia, acidosis, and pulmon-
ary oedema. The requirements for success-
ful management were early rescue, good im-
mediate resuscitation by mouth-to-mouth
respiration, and external cardiac massage.
Early availability of more sophisticated
equipment, especially oxygen 100% given
by manual resuscitation such as an Ambu
bag, was desirable. Once in hospital a full
assessment of the physical condition, the
physician looking in particular for crepita-
tions in the lungs, with recording of the
temperature, pulse, and blood pressure, was
mandatory.

Treatment included adequate oxygena-
tion using artificial ventilation, correction of
the almost invariable metabolic acidosis with
bicarbonate, and circulatory support with
intravenous plasma. Additional treatment in-
cluded antibiotics. Treatment with steroids
was controversial but might help in a chem-
ical pneumonia. Diuretics should be given
only after correction of the hypovolaemia.

In the lively discussion that followed, the
experts agreed that active efforts to restart
the heart when the patient's rectal tempera-
ture was below 35'C were dangerous, since
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fibrillation might be produced. The impor-
tance of a long low-reading thermometer
was also emphasized. It had to be passed
to a length of 10 cm to have an accurate
reading. The practice of hyperventilation
before diving was common in children and
was questioned by the audience. The ex-
perts advised against it, since it could cause

loss of consciousness and negative buoy-
ancy.
For cases of decompression syndrome ad-

vice on how to contact the Navy in emer-
gency was given. The Superintendent of
Diving (0705-2231) was always available to
inform doctors of the nearest available
treatment centre.

Minor Injuries

Thursday, 27 July

The round table conference on minor in-
juries was chaired by Mr. F. J. MOYNIHAN
(Winchester). Mr. M. S. BRETT (Salisbury)
declared that minor injuries could have
major implications and that doctors often
had a part in producing disability. This was
done by failing to take a good history and
not seeking relevant points, by attaching
diagnostic labels, by failing to relieve pain,
and by failing to reassure. "Constant clinical
awareness" was needed to be ready for un-
usual injuries and this was developed by
attending meetings and exchanging ex-

periences. Doctors could also prevent the
patient from getting good treatment by
using investigations, especially x-rays, un-
intelligently. Mr. Brett illustrated some re-
cent minor injury problems pictorially before
handing over to Mr. C. V. HoRN (Basing-
stoke), who discussed sports injuries. He said
that 30% occurred in soccer players and were
the result of direct or indirect trauma, while
running came next with damage usually due
to overuse. Eighty per cent. of injuries
were muscular, and 35% involved joints
while only 2% had bony damage. At the
1968 Olympic Games it had been interest-
ing that sports injuries accounted for only

10% of medical complaints, the rest being
due to virus infections, sunburn, insect bites,
and other troubles.
Those attending this conference appeared

to have come to seek answers to specific
problems such as acute torticollis, which
Mr. Brett said hospital doctors seldom saw;
foreign bodies in the foot-particularly gum-
boot rubber driven in by a nail, the track
of which should be explored and the rubber
primarily removed; and tennis elbow. This
condition did reach hospital if it did not
resolve quickly but was not clearly under-
stood. Mr. Horn thought that being put
on the waiting list was good treatment as
the time for healing could be achieved with-
out unnecessary intervention.

Finally the meeting divided between
those who used plaster casts for sprained
ankles and those who used extension-in-
eversion strapping, which allowed good
plantar flexion and dorsiflexion. For re-
current inversion injuries of the ankle Mr.
Brett emphasized that there was an easy
reconstruction operation which gave good
results and which orthopaedic surgeons there-
fore liked to do. As Mr. Moynihan and Mr.
Horn agreed with this, the session closed on
a harmonious note.

Photographs by H. J. Wood, Southampton Report continued next week

Emotional Problems in Childhood and Adolescence

Chemotherapy in Child Psychiatry

CYRILLE KOUPERNIK

British Medical Journal, 1972, 3, 345-346

The discovery of the so-called psychopharmaceutical drugs led
to remarkable progress both in the theory and in the practice of
general psychiatry. Before discussing the use of these drugs in
the child it is, I think, worthwhile to review our present-day
knowledge of their properties and uses.
There are three main classes of psychopharmaceutical drugs.'

Firstly, "true" neuroleptics, which are active in mania, and in
acute and (to a lesser extent) chronic schizophrenia, and in
states of agitation. These include the phenothiazines, reserpine,
and butyrophenones (haloperidol and similar compounds). A
fourth type of drug, sulpiride (Dogmatil), is unusual in combin-
ing neuroleptic and antidepressant properties.
The second class of psychopharmaceutical drugs comprise

the antidepressants of which there are two main groups-the
tricyclic antidepressants (imipramine and closely related
compounds) and monoamine oxidase inhibitors. Their main
clinical target is melancholia and, to a lesser extent, neurotic
depression. Thirdly, anxiolytics or "true" tranquilizers (I
consider the use of this word for the whole range of psycho-
pharmaceuticals as inappropriate), which again are subdivided

Medecin-Assistant, Hopitaux de Paris, and Clinique
Neuro-psychiatrique Infantile

CYRILLE KOUPERNIK, M.D., Consultant Physician

into two categories-namely, meprobamate and benzodiazepines
(not to be confused with the dibenzoazepines, which are the
tricyclic antidepressants). Except for their use in epilepsy,
anxiolytics are minor therapeutic agents; their main indication
is to alleviate anxiety.
To these three groups we must add various hypnotic drugs;

antiepileptic drugs; and amphetamine and amphetamine-like
substances. (May I add as an outsider that I find it very un-
fortunate that such a rich and diversified language as English
should use the same word for medicines and "true" drugs, such
as L.S.D. This leads to ambiguity in the lay mind and jeo-
pardizes our therapeutic work.)

Therapeutic Relationship

Finally, there is another aspect of the use of psychopharma-
ceutical agents; they must be inserted into a therapeutic
relation. I certainly would not agree with the late Michael Balint
when he claims that the doctor is himself the most efficient drug
he can prescribe, but a psychopharmaceutical substance should
never be imposed upon the patient as a purely mechanical tool.
To what extent and how can we apply our knowledge of

psychotherapeutic agents to child psychiatry ? Do we find in this
age group mental illnesses similar to those in the adult that can
be favourably influenced by modem chemotherapy ? The
answer is "no." Children do not suffer from the equivalent of
schizophrenia, with the possible exception of late onset psycho-
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