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the conclusion cannot be lightly brushed aside. Another
paper4 by an American non-medical observer was highly
critical of standards in general practice, and it deserves much
less attention because much of it was based on outdated re-
ports. Indeed the faults found were those that precipitated
the revolt by general practitioners in the mid-1960s, and the
reforms since then cannot be expected to change family doc-
toring overnight. But progress is being made, and though
the improvements are bringing some fresh problems confi-
dence is returning.5

There has certainly been a remarkable turn round in
family doctors' attitudes to vocational training,6 but both the
General Medical Services Committee and the R.C.G.P. are
realistic enough to recognize that, vital though universal
vocational training is to the future quality of practice, there
is a wide gap to be closed between the 200 training places
now available each year and the annual entry into practice of
about 1,000 doctors. Expansion of training facilities regard-
less of standards would be disastrous. Thus the appearance
of a report this week from the R.C.G.P., The Future Gen-
eral Practitioner,7 is timely. Subtitled "Learning and Teach-
ing" it is, as Dr. J. Forbes says in his review at p. 835, a
stimulating and provocative book. The college has had
several studies in progress on training which deal with teach-
ing practices,' selecting teachers,8 and the characteristics of
the practitioner as a doctor and teacher.9 They all comple-
ment this latest study, which despite its length deserves to be
read by every general practitioner-in fact by every doctor
and medical student-because full co-operation between gen-
eral practitioners and the hospitals is necessary in the Health
Service if the best use is to be made of available resources.
The exclusion of general practitioners from most hospitals

and the all too common institutional isolation of the hospital
doctor have been the cause of much mutual professional
recrimination since 1948. The forthcoming reorganization
should reduce this polarization, and the collaboration of the
Royal College of Physicians with the R.C.G.P. in a study of
the general practitioner in the hospital'0 is especially wel-
come. Their report brings together many of the sensible
proposals of recent years to improve the general practition-
er's involvement in hospitals and adds one or two of its own,
including the suggestion of increasing the number of local
general practitioner hospitals and a recommendation that
"The standard of care of patients in such hospitals should be
monitored by a medical staff committee consisting of both
general practitioners and hospital consultants." The partici-
pation of the family doctor in hospitals and its corollary-
more frequent visits by consultants to general practice, while
broadly welcomed by most doctors, raise practical problems
as the protracted discussions on the hospital practitioner
grade have shown." Certainly the quality of general prac-
tice should improve with greater contact with hospitals, and
consultants in turn should benefit by better understanding of
the difficulties faced by the family doctor in maintaining his
standards when exposed to the daily pressures of a commun-
ity's needs and wants.

Reports may analyse or comment or both. A few merely
scrutinize. The rare one may give a clear lead, and the
R.C.G.P. will, no doubt, hope that the The Future General
Practitioner proves to be one of the-e. They will probably
not be disappointed. Nevertheless it sets a breathtaking pace,
and if the leaders lap the field too often the bulk of runners
may get dispirited and slacken their pace or even give
up the unequal struggle. So the enthusiastic front runners
in general practice should spare an occasional glance over

their shoulders to make sure that the rest of the field is still
in sight.
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Raynaud's Disease
The syndrome of intermittent ischaemia of the fingers and
associated skin changes, now known as Raynaud's disease,
was first described in 1862.' The attacks are precipitated
by cold, and the digits become pale or cyanosed. A warm
environment or immersion of the hands in warm water will
usually end the attack. Afterwards there is often a reactive
hyperaemia. In severe cases gangrene of the fingers may
develop, and skin changes are often observed. Women are
affected ten times as often as men.

Raynaud's disease is usually divided into primary and
secondary types. The condition is considered secondary if
an associated or precipitating pathological process can be
found.
The aetiology of the primary or idiopathic type is un-

known. Raynaud attributed the condition to excessive vaso-
constrictor tone of central origin, and current views give
some support to this concept. Certainly many sufferers
appear to have an abnormal vascular reactivity to cold.
Underweight asthenic women between the menarche and
menopause are the usual sufferers. Mental stress and
smoking may also play a part.

Secondary Raynaud's disease may be associated with a
variety of underlying conditions.2 3 They include physical
injury, as from cold; mechanical trauma, such as pneu-
matic drill disease; occlusive arterial disease, such as
thromboangiitis obliterans and atherosclerosis; hyperten-
sion; cervical-rib and thoracic-inlet syndromes; many dis-
orders of the central nervous system, including paralysis
and disuse atrophy; amyloidosis; cold agglutinins; cryo-
globulinaemia; hypothyroidism; diabetes mellitus, heavy-
metal poisoning; congenital syphilis; malnutrition; and
severe infections, such as typhoid and typhus fevers, pneu-
monia, and collagen diseases. The collagen diseases are a
relatively important cause. Any of them may be implicated,
but scleroderma accounted for about one-third of the
secondary cases in a recent series.2
Most published series are from specialized hospital clinics

and so they are probably weighted with the more severe
secondary forms of the disease,2 whereas milder primary
cases are probably more common in the general popula-
tion.24 The prognosis of the primary form is excellent. It
tends to improve spontaneously, and in one large series4
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only 04% of patients required amputation of the terminal
phalanges, there were no deaths, and disability was slight.
Raynaud's phenomenon may precede overt systemic
disease, and this should be remembered in assessing appar-
ently primary cases.
The prognosis of secondary Raynaud's disease depends

on the cause. When that is remediable-for example, cervical
rib-a cure is possible, but conversely when a severe gen-
eral disease is present the outlook will be that of the caus-
ative condition. Since scleroderma, or progressive systemic
sclerosis, is an important secondary cause, the prognosis in
this condition has received considerable attention. It is a
serious disease, and in one series of over 700 cases 30%
died within five years.5 Other authors have quoted five-year
survival figures as low as 50%.6 But in the "C.R.S.T.
syndrome" (calcinosis, Raynaud's disease, sclerodactyly, and
telangiectasia) the prognosis is good even if the patient has
oesophageal aperistalsis.7 8 This has recently been con-
firmed.2 It has also been recently shown2 that sclerodactyly
alone is sometimes associated with oesophageal aperistalsis,
and that the prognosis in these patients is also good.
The treatment of primary Raynaud's phenomenon is apt

to be unsatisfactory. In mild cases the patient should be
advised to wear loose, warm clothing on the extremities and
avoid so far as possible exposure to cold. As many patients
are thin, a high-calorie diet may help, and allaying mental
stress is sometimes of value. Smoking should be prohibited.
Rauwolfia derivatives in small oral doses on a continual
basis are sometimes beneficial. In more severe cases lumbar
or cervical sympathectomy has been advocated and gives
some relief, but it is justified only when symptoms are dis-
abling or digital gangrene is present. Surgical amputation
of the terminal phalanges is occasionally required. When
serious disease has been excluded a simple explanation and
reassurance is appropriate and often in itself helpful to the
women suffering from this condition, as the prognosis in
primary Raynaud's is generally excellent. These general
measures are also of value to patients with secondary
Raynaud's disease, but when possible treatment of these
patients should be directed at the underlying disease process.
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Acute Myocarditis and its
Sequelae
Acute infective myocarditis probably occurs frequently but
is less often recognized. Congestive cardiomyopathy is the
name given to left ventricular pump failure after exclusion
of structural heart disease, hypertension, and known causes
of heart muscle disorder. This form of cardiomyopathy is
heart failure of unknown origin,' but a neat and reasonable
explanation of it would be that it is caused by myocardial
damage resulting from previous infective myocarditis. Care-
ful follow-up studies on patients with infective myocarditis

are therefore of great interest, and P. Gerzen and colleagues
from Danderyd, in Sweden, have recently described their
observation on 45 cases.2 These patients had been admitted
to an infectious diseases hospital with various acute infec-
tions. In 12 cases the infection was of bacterial origin, in 3
due to mycoplasma or psittacosis, in 7 of proved viral origin.
In the other 23 patients the cause was not identified.

Symptoms related to the myocarditis were mild or absent
in the majority of patients, and recognition of the myocardial
complication was generally based on the development of
transient and usually localized T wave inversion in the
electrocardiogram. Only one patient developed evidence of
acute heart failure, and this was in association with a peri-
cardial effusion. Pericardial friction rubs were heard in 11
other patients, who may have had what is usually termed
"acute benign pericarditis." Only one patient developed
tachycardia and dyspnoea. It seems, therefore, that these
patients had relatively mild disease of the myocardium. All
of them recovered, and all except three had lost the E.C.G.
abnormality within a year of the illness. One of these patients
showed occasional supraventricular ectopic beats and two
had localized flat and biphasic T waves.

Tests of physical working capacity carried out on a
bicycle ergometer showed no abnormality in any of these
patients, and the authors came to the conclusion that the
prognosis of myocarditis seems to be very good. But they
point out the possibility of relapse and also remind us that
the most severe and fulminating cases are likely to be
admitted to the acute medical wards of a general hospital
or cause sudden death.

Acute myocarditis and pericarditis of viral origin is now
well substantiated. All the coxsackie B viruses can cause it,
as can Echo 6, Echo 9, Echo 30, and influenza A2 viruses.3 4
Myocarditis during the course of infectious mononucleosis,
now attributed to infection with Epstein-Barr virus, is also
well recognized. As a complication of the acute childhood
exanthemata myocarditis is rare, and in acute bacterial infec-
tions it is usually not a clinical problem, though transient
E.C.G. changes are frequent, particularly in pneumonia.
Early in the illness there is often evidence of viraemia, with
symptoms from more than one system, and pneumonia, en-
cephalitis, or meningitis as well as myocarditis. Widespread
myalgia may provide a clue to the presence of myocarditis
in a patient with a virus illness.5 Clinical suspicion of the
complication of myocarditis should be awakened when con-
sidering any severe virus illness, but it is especially likely
if tachycardia rises out of proportion to the height of the
fever and certainly if it is accompanied by a prominent
gallop rhythm in an adult. A pericardial friction rub, indi-
cating pericarditis, also leads to suspicion of myocarditis,
but when the disease is mainly in the myocardium the rub
does not develop. Intracardiac murmurs are rare, though a
transient apical systolic bruit attributable to functional
mitral regurgitation may be heard in the most severe cases.
The electrocardiogram is the most sensitive indicator of

myocardial disorder and shows diffuse or focal repolarization
changes, sometimes with transient conduction defects.
Ectopic beats and atrial or ventricular dysrythmias may
occur. In severe cases sinus tachycardia and low-voltage
QRS complexes are striking.

Slight cardiac enlargement may be missed on the
chest radiograph because of orthostatic blood pooling in the
upright position in the sick patient, and in any case heart
size cannot well be judged from a portable film. Great
increase in heart size is unusual in acute myocarditis and
when present suggests pericardial effusion. Suspicion is
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